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Guiding Principles for Physician-Hospital 

Relationship 
THE RESPONSIBILITY for the quality of medical 
care in the hospital rests with the medical staff of 
the hospital, even though the governing body of 
the hospital is legally and morally responsible for 
the conduct of the entire hospital. Included in 
the governing body’s responsibility is the ap- 
pointment of the medical staff members. Usually 
the appointments are made upon the recommen- 
dations of the medical staff for a period of one 
year. 

To emphasize and Bring to the attention of 
physicians the basic responsibilities for medical 
care in a hospital, the California Medical Asso- 
ciation recently adopted guiding principles for 
physician-hospital relationships. The role of the 
physicians was stated briefly as follows: 

“The governing authority or board of a hos- 
pital may be a governmental agency, an elected 
or appointed board of trustees or board of direc- 
tors, but it shall be referred to hereinafter as the 
governing body. 

“The governing body of a hospital is legally 
and morally responsible for the conduct of the 
entire hospital. Included in this responsibility is 
the appointment of medical staff members. Ap- 
pointments should be made by the governing 
body upon recommendation of the medical staff 
and should be for a period of one year. 

“The quality of medical care patients receive 
has been shown to be affected by the cooperation, 
understanding and morale existing among the 
physicians and administrative staff of a hospital 
— requires wise leadership of the governing 

y. 

“All physicians understand and accept the 
principle that hospital medical staff privileges are 
dependent upon individual skill and training and 
not solely on licensure. The primary responsi- 
bility of a physician is to render medical care to 
the sick and injured persons who have selected 
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him as their physician. In discharging this respon- 
sibility he brings to bear all his medical skill and 
judgment. 

“As a condition of his staff membership, each 
physician member of the staff of an accredited 
hospital accepts and agrees to abide by the prin- 
ciples and standards established by the Joint 
Commission on Accreditation of Hospitals and 
other accreditation organizations.” 

The principles include the role of the various 
accrediting organizations and also cover con- 
trol of medical care in the hospital: 

“The national accrediting organizations, while 
setting a basic standard, can exert no direct con- 
trol over the quality of medical care being ren- 
dered in a hospital. This must be done locally in 
each hospital by its own medical staff. 

“Basic principles by which good medical care 
and professional conduct can be judged have long 
been established. The best interests of the pa- 
tient, the physician and the hospital are served 
by observing them. 

“Within the framework of the medical staff, a 
committee structure is established to supervise 
and review the medical care provided. The fol- 
lowing medical staff committees are regarded as 
essential: 

1. Executive. The duties of the Executive Com- 
mittee are to coordinate the activities and gener- 
al policies of the various departments, to act for 
the staff as a whole under such limitations as may 
be imposed by the staff, and to receive and act 
upon reports of the Medical Records, Tissue and 
such other committees as the medical staff may 
designate. 

2. Qualification or Credentials. The duties of the 
Credentials Committee are to investigate the 
credentials of all applicants for membership; to 
investigate any breach of ethics that may be re- 
ported; to review any records and to arrive at a 
decision regarding the performance of the staff 
member; to review information regarding the 
competence of staff members and make appro- 
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priate recommendations to the Executive Com- 
mittee. 

3. Joint Conference. This committee is a me- 
dico-administrative liaison committee and the 
official point of contact among the medical staff, 
the governing body and the administrator. 

4. Medical Records. The duties are to supervise 
and appraise the quality of medical records and 
to insure their maintenance at the required stan- 
dard. 

5. Tissue. The duties are to study and report to 
the staff or Executive Committee, on the agree- 
ment or disagreement among the preoperative, 
postoperative and pathological diagnoses and to 
make a qualitative analysis of surgical pro- 
cedures undertaken in the hospital. 

6. Hospital Utilization. This committee is es- 
tablished within the medical staff of a hospital to 
assure that all of the inpatient service given is 
necessary and could not be provided as effec- 
tively in the home, office, or other available fa- 
cility. The committee analyzes and identifies 
factors that may contribute to unnecessary or 
ineffective use of inpatient services and facilities 
and makes recommendations designed to mini- 
mize ineffective utilization. 

“Rules and regulations having their origin in 
these committees have one main objective—the 
insuring of the best possible medical care for the 
patient in the safest and most economical man- 
ner. Each physician has a responsibility to be an 
active participant in the work of any of the 
committees to which he has been appointed. Of 
equal importance, each physician must make it 
his personal responsibility not only to comply 
with decisions made by the staff on recommen- 
dation of its committees, but to insist that all 
other physicians also comply. He must be willing 
to call a colleague to an accounting before the 
staff if he thinks the colleague has erred. Like- 
wise, he too, by reason of his staff membership, 
must be governed by the same conditions.” 

The principles delineate in some detail the 


proper administration of medical standards 
through the various medical staff committees. 
Participation in committee work and acceptance 
of committee decisions are stressed. 

An outline of the California Medical Associa- 
tion’s liaison with the California Hospital Asso- 
ciation is also included. This liaison is carried on 
down through county joint medical society and 
hospital advisory committees. 

These guiding principles should prove to be an 
excellent framework within which physicians and 
hospital governing bodies and administrators can 
resolve many problems and more effectively work 
together to carry out the objectives of the group— 
better medical care for the public. 


The Medical Education Dollar 


THE UNDERGRADUATE aiming for an M.D. degree 
faces a larger dollar disadvantage than his class- 
mate seeking a Ph.D. A recent Association of 
American Medical Colleges report says, ‘‘Medi- 
cal students pay more than twice as much as 
Ph.D. students for their education and receive 
only one-fourth the financial assistance from 
scholarships, fellowships and assistantships.” 

“Thus,” concludes Dr. J. Frank Whiting, 
author of the report, ‘‘there exists an 8-1 fiscal 
ratio of income and expenses working to per- 
suade the college student to enter graduate 
instead of medical school.” 

He adds that the cost of a medical education 
has now outrun the resources of even the fami- 
lies “in a fairly comfortable financial position.” 

For the last three years, there has been a steady 
decline in the number of medical school appli- 
cants and more and more discussion about edu- 
cational requirements. It sometimes seems to us 
that there is little practical liaison between those 
concerned with the content of a medical education 
and those concerned with the cost. Both need the 
continuing, careful and simultaneous attention 
of all concerned. 
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Headaches from Nitroglycerin and Nitrates 


ONE OF THE DISTURBING features in using nitro- 
glycerin or nitrates is the headache which often 
follows. The headache is of short duration with 
nitroglycerin, but with the nitrates it may last 
for one or more hours. This has been considered 
an undesirable feature of the medication. When 
new drugs in this group are first introduced, 
stress is often placed on the low incidence of 
headaches. Thus, when pentaerythritol tetrani- 
trate (PETN) first appeared, it was hailed as a 
great improvement over erythrol tetranitrate be- 
cause with the recommended dose of 10 mg. no 
headache was noted. It was soon discovered also 
that this dose is usually ineffective and larger 
doses are now advocated. With the larger doses, 
the incidence of headache has increased. Head- 
ache has also been noted with the recently intro- 
duced isosorbide dinitrate; dilatation of cerebral 
vessels by the drug is the probable cause. 
Thus, the headache represents the limiting fac- 
tor in increasing the dose and is an indication of 
the upper limit of the therapeutic range. Since 
our desire is to obtain the maximum benefit 
from the nitrate, it is desirable to increase the 
dose gradually in each patient until headache 
results and then decrease the dose to just below 
that level. In that way maximum benefit would 
be obtained. Since there is great variability in 
dosage of nitroglycerin from 0.015 mg. (gr. 1/400) 
to 0.06 mg. (gr. 1/100), the same variability will 
exist for the nitrates. Thus, an occasional patient 
will get adequate relief from 10 mg. of PETN or 
2.5 mg. of isosorbide dinitrate. However, there 
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are some who require 100 mg. of PETN or 30 
mg. of isosorbide dinitrate. 

The average or usual dose of PETN of 20 mg. 
or of isosorbide dinitrate of 10 mg. merely is a 
general guide, and should not be regarded as the 
proper dose for any particular patient. 

So, then, just as with digitalis, where the dose 
is increased to the minor toxic point and then 
decreased slightly to be sure the patient is getting 
his maximum benefit from digitalis, we should 
increase the dose of the nitrates until headache is 
produced, and then arrive at a proper dose for 
the patient just below that level. 

This dose will not be a constant one because 
some tolerance does develop and as angina in- 
creases the dose should be raised again. A dose 
which earlier produced a headache will often 
now be found to be well tolerated. 

Something should be said about the so-called 
“long-acting” nitrate preparations that are sup- 
posed to act for 10 to 12 hours. Most of them, 
in our experience, if producing any action at all, 
are much shorter in duration of action than 
claimed by the manufacturer. They are irregular- 
ly absorbed and dosage adjustment is impossible. 
Some tablets have such delayed action that they 
are not absorbed at all and can be recovered in 
the stools. Patients have shown us long-acting 
tablets of PETN that were recovered intact in 
the stools with the monogram of the manufac- 
turer still present on the tablet. 

This fits in with the story told by a British 
officer, who served in World War II in Burma. 
Tablets of quinine were issued to the British 
soldiers. The frugal natives would follow the 
soldiers when they went to stool, wash and sift the 
stools to recover the quinine tablets, which they 
would then wash and dry, and proceed to sell at 
a good price. 

The best dosage form of the nitrate is a regu- 
lar tablet which can be prescribed in amounts to 
suit the patient’s need. 

ARTHUR C. DEGRAFF, M.D. 
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Hypnosis in Juvenile Delinquency 


NORMAN H. MELLOR, 
Corona, California 


Psychotherapy with the aid of hypnosis 
can be very effective in juvenile delinquents. 
Since the family physician is usually 

the first one consulted by the parents, 

he is the one who can and should initiate 
the proper treatment. 


The Problem 


THE EVER RISING RATE of juvenile delinquency, 
the high rate of repetition of antisocial behavior 
regardless of the kind of prior correctional treat- 
ment and the consequent increase in adult crime 
are of urgent world-wide concern. 

The imperative need in the prevention and 
treatment of juvenile delinquency is for a short, 
fast acting, accurate and effective diagnostic and 
treatment method. It should be useful with indi- 
viduals, yet accommodate large numbers of pa- 
tients. It should be available in every community, 
yet be used with a minimum of personnel and 
expense. 

I believe that dynamic psychotherapy with the 
aid of hypnosis by the general physician aware 
of personality development, psychodynamics, 
psychopathology and hypnodynamic psychology 
meets these requirements and I recommend it as 
the method for intensive study. The study should 
determine if this is an additional aid to present 
methods of psychotherapy or if it is the definitive 
method to which all other approaches should 
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contribute to relieve and re-educate the emo- 
tionally disturbed juvenile. 


Results 


The use of this treatment method in a pilot 
study of 14 patients produced 13 good results 
with an average total treatment time of six hours 
per patient. This time included establishing rap- 
port and motivation, teaching hypnosis and 
treatment. All patients were referred through a 
city police agency or county probation depart- 
ment and are on a long-term follow-up. The ma- 
jority previously had all of the skilled care of the 
probation department including psychiatric in- 
terviews through the mental health clinic. All had 
been in a juvenile hall and were referred as a 
“Jast resort.’”” Most were so defensive and re- 
sistant that it was difficult to reach them with 
any conversation, but all 14 became interested in 
the method. The one treatment failure was with 
a narcotic addict who was not motivated to 
change after five interviews. 

The majority of patients did not know hyp- 
nosis was to be taught even though written per- 
mission from the parents and the court was ob- 
tained by the referring agency prior to treatment. 
They knew they were being brought to a physi- 
cian for help and this was acceptable to them. 
The patients, two girls and 12 boys, ranged from 
13 to 17 years of age. Only two were acquainted 
with the physician previous to treatment. In 
most cases the acceptance of treatment by the 
patient was made a part of the requirement for 


TU) 4Y | 
(N 
| 
| 


Hypnosis in 
Juvenile Delinquency 


probation. Apparently this did not create con- 
scious or subconscious resistance. No medications 
were used at anytime. Follow-ups to date range 
from seven to 17 months except one of four and 
one-half years. 


Causes of Delinquency 


We currently believe there is a multiplicity of 
causes of antisocial behavior. In using hypno- 
analysis successfully, it has been helpful to assume 
that past experiences and negative thoughts and 
feelings have produced anxiety, conflict, frustra- 
tion and repression. This lack of satisfaction of 
emotional needs gives rise to extreme nervous 
tension. The deep subconscious personality prob- 
lems arising from emotional tensions are usually 
produced by faulty parent-child emotional rela- 
tions. The tension, combined with a poorly de- 
veloped conscience and character structure, then 
results in explosive symptoms of antisocial be- 
havior. 

With this simplified general guide to etiology 
in mind, the specific diagnosis and treatment of 
the individual patient is begun. 


Method 


All physical and emotional symptoms are listed 
during an introductory, get-acquainted interview 
with the patient. Then emotional tension, its re- 
sults and its possible forgotten and hidden causes 
are discussed. The method used by the family phy- 
sician to uncover traumatic or emotional causa- 
tive factors responsible for tension, and the re- 
sulting delinquency symptoms, is that of an 
ideomotor, hypnoanalytic uncovering technique. 
This method, using hand levitation to produce 
answers, was first developed by Erickson. 

A Chevreul pendulum developed by LeCron 
will usually produce ideomotor answers even in 
the alert subject. This pendulum is a plastic ball 
on a chain held in the hand with the forearm ver- 
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tical and the elbow supported. After the operator 
demonstrates the position, he shows the four dif- 
ferent directions that the pendulum can swing to 
answer, “yes,” “‘no,” “I don’t know,” and, “I 
don’t want to answer.” Then the pendulum is 
given to the patient and he is asked to think 
these answers and in turn find out which motions 
his subconscious wishes to use for them. (Weitzen- 
hoffer points out that throughout this paper 
“subconscious” refers probably to the subcon- 
scious or co-conscious of Morton Prince and not 
to the unconscious or system Ues of Freud). With 
most patients, a line of questioning can be started 
immediately without hypnosis. The answers 
create interest and confidence in the psychothera- 
peutic approach. This technique may be con- 
tinued throughout treatment if it works well. If 
it is not working well, permission may be ob- 
tained in this same way to teach deeper relaxa- 
tion or hypnosis. 

After thorough explanations that hypnosis is a 
normal function of the mind and something done 
by the patient, entering hypnosis is taught with 
any appropriate method. Then the use of the 
ideomotor finger reflexes is taught as first de- 
scribed by Le Cron and later described in more 
detail by Cheek. In this technique two fingers on 
each hand are instructed to levitate in order to 
produce the appropriate answer. All questions 
asked must be answerable by “‘yes” or “no.” 
Words must be chosen carefully and permissively 
because of the heightened suggestibility of the 
patient and because of the literalism of his sub- 
conscious mind. Skill in using this simultaneously 
for diagnosis and treatment comes only with much 
practice. 

Positive questions are worded in such a way 
that when answered “yes” they assure the pa- 
tient’s ability to change, to improve and to be 
well for life, regardless of past causal factors. 
Thus, advantage is taken of the optimism of the 
subconscious mind to exert its own self-healing 
potentialities and to recover and remain healthy. 
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This subconscious answering technique aids the 
development of regression, recall and reorienta- 
tion of thoughts and feelings. It also gives the 
ability to cross-examine the subconscious memory 
to be certain all of the recall was complete, cor- 
rect, meaningful, understood and the conflict re- 
solved. 

This radical short-term therapy is patient cen- 
tered. Because the usual patient is in light or 
medium hypnosis, he consciously can know the 
question and also his subconscious answer. This 
is impressive to him. The answers to both diag- 
nosis and treatment-oriented questions come 
from the patient, thus emphasizing statements 
that his problems are his and his alone and that 
he can learn about them and how to overcome 
them. The patient develops his own insight and 
relieves his own tension. He learns a better way 
of feeling and responding. He cures himself. 

Stolzheise has found that hypnosis and this 
uncovering technique may be used in group treat- 
ment with all the recognized advantages of group 
therapy in addition to the advantages inherent in 
the use of hypnosis. 

Baumann states that hypnosis need not be 
used at each treatment session. Often a general 
discussion instigated by questions from the pa- 
tient is very useful. Suggestions from the physi- 
cian are acceptable either with or without 
hypnosis. 


Signs of Relief from Tension 


From the patient, his parents and his probation 
officer come word of the signs that indicate that 
the patient is relieved of his tension. The varied 
psychosomatic symptoms elicited during the first 
interview diminish and disappear. The patient 
and those who know him perceive an immediate 
relaxation of tension. This is exhibited in many 
ways, from a relaxed facial appearance and general 
demeanor, to the fact that he is easy to manage, 
respectful and will now accept suggestion and 
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FIGURE 1. This patient’s finger levitates to answer ‘“‘yes’’ to 
the question, ‘“‘Were there many similar beatings before you 
were 5 years old that added to your hatred and resulting 
tension?” (This finger movement was exaggerated consciously 
for this illustration.) 


guidance from his parents and his probation offi- 
cer. He has a diminution of anger and violence. 
He loses his temper less and less often. Automatic 
self-control develops. He is no longer considered 
dangerous by those who formerly feared him. 
School deportment, scholastic attainment and 
athletic ability all increase. He is released from 
juvenile hall and returns to his own home, a foster 
home or a training school. 


How Hypnosis Works 


- The probable reasons for the success in using 
hypnosis in juvenile delinquency have been 
stressed by Raginsky in his discussion of its use in 
psychosomatic illness. Hypnosis does not cure by 
magic. It is only a tool and is not in itself a thera- 
peutic method. It works by creating an especially 
intense transference interrelationship between 
the juvenile, who desperately needs and wants 
help, and the physician, who is able and willing 
to give it. It is the adjuvant to comprehensive 
psychotherapy. It facilitates the learning of new 
understandings by both the patient and the phy- 
sician. Hypnosis gives the juvenile the freedom to 
accept, rapidly and thoroughly, the help he de- 
sires. It gives the physician a greater empathy 
with his patient. The hypnotically induced re- 
gression state speeds the solution of the problem 
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for the juvenile. It recalls the significant sub- 
conscious causes for anxiety and tension. This 
cathartic recall of the subconscious trauma and 
the abreaction that occurs is very helpful in de- 
veloping the patient’s insight into his subsequent 
feelings and consequent behavior. 

Ambrose believes hypnosis cuts across the anx- 
iety-tension reaction and in itself ‘“detensionizes”’ 
the child, allowing ordinary therapeutic methods 
to be assimilated rapidly. Gilbert believes that 
establishing relaxation alone may eliminate un- 
derlying significant neurotic tension. Cheek states 
that the physician’s role is that of a sensitive 
catalyst activating the subconscious forces within 
the patient. He points out that in hypnosis, self- 
analytic qualities relating to psychosomatic and 
psychic illness occur, and that these may prove 
curative without the intermediation of the hyp- 
notist in any other way than as a catalyst. 


ESTABLISHING RAPPORT AND CONFIDENCE 


The most important feature of the use of 
hypnosis in therapy is the establishment of rap- 
port and confidence. This occurs even with diffi- 
cult personalities and often during the first inter- 
view. This diminishes patient resistance and mo- 
tivates for success. It is equally important to the 
therapist because he senses a feeling of comfort 
with the patient. This feeling comes from the be- 
lief that he is, and will continue to be, successful in 
helping the patient. Fear of failure is eliminated 
for both participants. Confidence is absorbed by 
the patient and positive transference begins. 


Purposefully, only a small amount of informa- 
tion about the patient, his actions and family 
problems is known to the therapist. If a tran- 
script record is supplied, it is not read until after 
treatment is progressing well. In this manner 
fixed preconceived notions, moral disapproval, 
anger, intolerance and anxiety are avoided by 
the therapist. A relaxed, nonjudicial attitude is 
transmitted to the patient. This avoids the pa- 
tient’s feeling that he must defend himself or that 
the therapist is snooping. 


History of Treatment 
with the Aid of Hypnosis 


Historically there is a scarcity of reports in 
modern literature advocating hypnotic methods 
in treating juvenile delinquency. The few refer- 
ences all agree that such treatment is rapidly suc- 
cessful in the great majority of cases. The first 
reference to hypnosis in behavior problems of 
children is that of Elliotson, of St. Thomas’s Hos- 
pital, London. He wrote in The Zoist, about 
1850, concerning the treatment of the sick child 
and the understanding of a child’s conduct. He 
advocated a system of child guidance designed 
for parents and then the use of hypnosis as a 
reinforcement for his psychotherapy. 

The first, and also the latest clear summary 
referring to the value of hypnosis in juverile de- 
linquency, was given in 1889 when Berillon sub- 
mitted a discourse on ‘““The Value of Hypnotism 
in the Treatment of Vicious and Degenerate 
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Children”’ to the International Congress of Hyp- 
notism in Paris. He recommended that hypnosis 
should be used only when other methods of edu- 
cation have failed and especially when the parents 
are in despair because of the failure. His con- 
clusions were adopted unanimously by the con- 
gress and were transmitted to the Minister of 
Public Instruction and the Minister of the In- 
terior. 

The next reference came from London in 1952 
when Ambrose reported excellent results in eight 
out of ten cases of delinquent behavior involving 
truancy, sex offenses, lying and stealing. Solovey 
de Milechnin in Uruguay, in 1955, reported on 
the use of hypnosis in problems of conduct in 
children. She concluded that a physician in good 
rapport and using light hypnosis can teach a 
child that he is acceptable and that he can change 
and improve his conduct. She believed that deeper 
hypnoanalytic techniques are necessary only in 
special cases when a delinquent is not motivated 
to change. 

Baumann, a San Francisco pediatrician, dis- 
cussed the development of rapport of the phy- 
sician with all of his youthful patients. In this 
way, if the need should later arise, he may utilize 
hypnosis to help these patients with delinquency 
problems. Baumann reported four cases, with 
three successfully treated, before the Society for 
Clinical and Experimental Hypnosis in 1959. 
This was the first formal report of the use of 
sma in juvenile delinquency in the United 

tates. 
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Prevention of Delinquency 


Glueck has concluded from extensive studies 
that over 50 per cent of juvenile delinquency is 
apparent before age 8, and 90 per cent is present 
before age 11. Children at this age are curious and 
eager to learn. Wright emphasizes that this is the 
age at which it is easiest to teach hypnosis and 
at this age the patient offers the least resist- 
ance to personality changes. 

Somewhere on the road from parent-child ten- 
sions to minor and then to major delinquency 
symptoms, the physician is usually consulted. We 
physicians should no longer let this golden mo- 
ment slip by. 

The family physician using hypnosis can re- 
lieve fear, hate and guilt and “detensionize’’ the 
child before the symptom complex of juvenile 
delinquency becomes established. He can help 
other educational agencies to teach mental hy- 
giene and the requisites of a happy healthy family 
life. He can help break up the vicious circle of the 
familial pattern of character-damaged parents 
who are damaging their own children. 

The physician capable and interested in pedi- 
atric hypnotherapy can diagnose, treat and aid 
the re-education of the potential as well as the 
actual delinquents, preferably early in their ill- 
ness. In this manner juvenile delinquency and 
thus, adult delinquency can be reduced. 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to the Index to Advertisers. 
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The Influence of Climate 
on Patients with 
Cardiovascular Disease 


LOUIS A. KAPP, m.p. 
White Plains, New York 


JAMES K. McGUIRE, pPu.p. 
New York, New York 


Climatic conditions in various parts 

of the United States and their influence 

on cardiac patients are discussed. 
Recommendations for a change in climate 
should be based on the particular diseased state, 
the reaction of the patient to such change 
and an adequate location. The warm equable 
climates of southern California or southern 
Florida are usually prescribed. The value, 
limitations and precautions to be used 

in climatotherapy are pointed out. 


THE RELATION of climate to health and disease 
has been studied by a number of investigators, 
mostly in the field of public health and tropical 
diseases. Few authors, however, have approached 
the problem of the therapeutic value of climate 
as a supplementary measure in the treatment of 
cardiovascular diseases. As a result, our knowl- 
edge and interest in this subject are insufficient. 
Obviously, more information and a better under- 
standing of the influence of climatic environment 
on the circulation is desirable. In this study, an 
attempt will be made, first, to describe the 
physiologic and pathologic effects of climate on 
the circulatory system, and then to stress the 
role of climate in the management of cardio- 
vascular diseases. Perhaps this brief survey will 
stimulate further investigation in medical clima- 
tology. 


Review of Literature 


In recent years, extensive clinicoclimatologic 
studies were made by Mills who found that 
arteriosclerosis is much more common in the 
temperate regions than in the warm countries; 
that angina pectoris is closely related to climatic 
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stress, and that coronary occlusion, cerebro- 
vascular accidents and congestive heart failure 
are most likely to occur in the winter. He also 
observed that the blood pressure levels were 
generally lower in the tropical climates than in 
the temperate parts of the United States, and 
that both systolic and diastolic pressures usually 
drop after several months of living in a moist 
and warm climate, but rise after returning to the 
colder regions. Petersen investigated the effect of 
sudden drop of temperature during the winter in 
Chicago and reported that it causes a marked 
contraction of the peripheral vascular system 
with a rise in blood pressure followed by a drop 
in pressure due to dilatation of the capillaries. He 
postulated that these changes and an increase in 
acid formation may lead to blood coagulation and 
vascular thrombosis. Bean and Mills in a similar 
study concerning the influence of weather 
changes on the frequency of attacks of coronary 
thrombosis and congestive heart failure in a series 
of cases in Cincinnati, demonstrated that the 
attacks were almost twice as frequent in the 
winter months than during the summer. They 
emphasized the need of more complete knowledge 
of the relation of environmental temperature to 
coronary thrombosis and congestive heart failure. 
Discussing the relation of climate to heart dis- 
ease, White stated that extreme variations in 
weather may produce functional cardiovascular 
disturbances, such as congestive heart failure, 
coronary insufficiency and cardiac arrhythmias, 
and that cold temperatures, high winds and ex- 
cessive humidity were especially harmful. 

The increase in blood volume and in cardiac 
output in hot weather has been discussed by 
several observers. Best and Taylor mentioned 
that the contraction of the spleen (“the blood 
reservoir”), the discharge of the blood into the 
general circulation and the dilution of blood by 
fluid drawn from the tissues, are the essential 
factors which cause an increase in blood volume 
in high temperature, and that this mechanism 
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enhances the regulation of the body temperature 
by increasing evaporation (perspiration) and 
heat dissipation. Herrington recently presented 
findings on “the biophysical adaptations of man 
under stress,” and called attention to the changes 
in body water balance which occur under 
neuromuscular control during exposure to ex- 
cessive cold or heat. He pointed out that cold 
stress produces a constriction of the peripheral 
blood vessels with a shift of the water from the 
blood to the tissues and internal organs, resulting 
in hemoconcentration and an increase in the 
water content in the spleen, liver, kidney, muscle 
and connective tissue. Exposure to heat has an 
opposite effect, causing an increase in circulating 
blood volume, due to blood dilution, with a shift 
of the blood to the vascular system of the skin. 
Burch and Burch and Hyman investigated the 
influence of the hot and humid environment in 
New Orleans on patients with coronary heart 
disease and on those with congestive heart fail- 
ure, respectively, and concluded that a hot and 
humid environment increases the heart work, 
more by an increase in cardiac output and in 
stroke volume, than in the heart rate, thus caus- 
ing considerable stress on the circulation. 
Similar observations were reported by Heyer, 
Teng and Barres who studied the relation of 
seasonal and monthly weather variations to the 
incidence of acute myocardial infarction in 
Dallas, and found that in a climate characterized 
by hot summer weather, the greatest number of 
cases of myocardial infarction occurred during 
the summer and the lowest number in the winter. 
They, likewise, believe that the increased blood 
volume and augmented cardiac stroke, produc- 
ing an increase in cardiac work, could be a re- 
sponsible cause of the higher incidence of acute 
myocardial infarction during the hot weather 
season. An increase in venous pressure in hot 
environments was demonstrated by Threefoot. In 
a controlled study, after exposure of normal sub- 
jects to a temperature of 40° to 45° C. (104° to 


89 


a 


The Influence of Climate 
on Patients with 
Cardiovascular Disease 


113° F.) and a high relative humidity of about 
100 per cent for 30 to 60 minutes, he found that 
the venous pressure rose in all cases, and, meas- 
ured at the basilic vein, the average increase was 
40.9 mm. of water, ranging between 15 and 95. 


Physiologic and Pathologic Effects 
of the Climatic Elements 


Climate, according to Ward, may be defined as 
“the average weather,” based upon long-period 
observations of daily, monthly and annual varia- 
tions in the atmospheric conditions over certain 
geographic areas. Weather denotes the transient, 
local atmospheric changes which occur from time 
to time, and do not last long; climate represents 
the basic atmospheric pattern. Climate persists, 
weather is changeable. Climate and weather are 
composed of various elements, such as sunshine, 
cloudiness, temperature, humidity, precipitation, 
atmospheric pressure and wind. Relatively clean 
air is usually present only over the ocean, or in 
the desert, while the atmosphere over large cities, 
or in industrial areas, is often polluted by smoke, 
smog and other contaminants. The climatic ele- 
ments have a definite relationship to health and 
disease, and their effects on circulation, metabo- 
lism, thermal regulation, respiration and other 
body functions, will be briefly reviewed. 


SUNSHINE 


The sun’s spectrum is composed of visible and 
invisible radiation. The visible rays are the light 


and color rays of intermediate length; they are 
situated between the invisible, short, chemically 
active “ultraviolet’’ rays, and the invisible longer, 
“{nfrared” heat rays. The visible rays of sun- 
shine, making nature and surroundings more 
bright and attractive, may have a psychologic 
influence on cardiovascular patients, who are 
often depressed, helping to create a more cheerful 
frame of mind and diverting the attention from 
their illness. Cloudiness and gray skies have an 
opposite, depressing effect. The ultraviolet rays 
are photochemically active, producing vitamin D 
and hyperplasia of the melanin pigment in the 
skin (suntan). Any curative and preventive 
effects of ultraviolet rays on the common colds 
were questioned by Blum because of lack of 
proof. He also stated that suntan has merely a 
cosmetic effect, and that the pleasant feeling one 
experiences while sunbathing is only due to the 
sensation of warmth it produces in the skin. 

On the other hand, some beneficial influences 
of solar radiation were reported by Altschul who 
demonstrated a significant decrease in serum 
cholesterol levels in 61 of 78 hospital patients, 
induced by ultraviolet radiation. He postulated 
that the increase in intravital oxidation may be 
a factor causing lowering of the cholesterol, based 
on the observations that, in the presence of 
oxygen, ultraviolet irradiation causes oxidation 
of cholesterol into oxi-cholesterol. In addition, he 
noted a reduction in hypertension following radi- 
ation, and considered a cutaneous vasodilatation 
as the possible cause, although he stated that the 
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decrease in blood pressure outlasted the hy- 
peremia. A similar effect on cholesterol by 
ultraviolet radiation was described by Hewitt, 
Goffman and associates who found that radiant 
energy has an inhibitory influence on athero- 
genesis and believe that it could be due to its 
lowering effect on the serum lipids. Solar radia- 
tion supplies heat to the atmosphere, mainly by 
reradiation from the warmed land and water, and 
thus may have a beneficial influence on patients 
with coronary artery disease, hypertension and 
intermittent claudication (arteriosclerosis oblit- 
erans), by reducing vasospasm and causing 
general vasodilatation. 

Factors Causing Vasodilatation. Wakim, dis- 
cussing the physiologic effects of heat on the 
cutaneous blood vessels, stressed the following 
factors causing vasodilatation: (1) axon reflexes 
of the sensory receptors; (2) central effects from 
the hypothalamus which contains the heat 
regulating center (“‘the physiologic thermostat’’) ; 
(3) sympathetic nerves of the autonomic nervous 
system which have vasoconstrictor and also vas- 
odilator fibers, and (4) chemically active tissue 
metabolites. While solar radiation, apparently 
within certain limits, has a favorable influence on 
cardiovascular patients, excessive, unprotected 
exposure to sunlight may have serious harmful 
effects, causing severe sunburn, dermatitis, cancer 
of the skin, eye injury and heat stroke; an aggra- 
vating effect of sunshine has been reported in 
patients with pellagra and lupus erythematosus. 


TEMPERATURE AND HUMIDITY 


The most important climatic elements affect- 
ing patients with cardiovascular disease are the 
temperature and the humidity of the environ- 
ment in which they live. As previously indicated, 
too cold and moist climates or too hot environ- 
ments impose a severe strain on the circulation. 
Cold stress requires certain physiologic adjust- 
ments in order to maintain body temperature 
equilibrium: heat loss is reduced by the constric- 
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tion of the peripheral blood vessels, and heat 
production is augmented by the activity of the 
endocrine glands, stimulated by the anterior 
pituitary, especially the thyroid and the ad- 
renals, increasing the metabolism and raising the 
body temperature. These mechanisms, however, 
are overbalanced by several unfavorable factors: 
(1) The increase in peripheral resistance, resulting 
from vascular constriction, raises arterial blood 
pressure and augments cardiac work; (2) The 
higher metabolic rate requires more oxygen sup- 
ply, adding strain to the circulation, and (3) The 
increased metabolism and the cold weather are 
usually associated with an increased demand for 
food, especially fatty substances, which may 
raise the blood cholesterol and lead to athero- 
genesis. Furthermore, graded walking exercises, 
within the circulatory reserve, considered bene- 
ficial and advisable for patients with coronary 
artery disease and arteriosclerosis obliterans, 
may be too strenuous for those living in cold 
climates during the winter, thus compelling them 
to remain indoors for weeks and months and to 
lead a sedentary life, detrimental to their health. 

A hot climate, especially if complicated by high 
humidity, is equally harmful and poorly tolerated 
by patients with cardiovascular disease. Excessive 
heat may also cause heat cramps (loss of NaCl), 
general weakness and collapse due to heat ex- 
haustion or heat stroke (hyperpyrexia), caused 
by paralysis of the heat regulating center in the 
hypothalamus. 

‘Absolute’ and ‘Relative’ Humidity. In evalu- 
ating the humidity factor of climate, a distinction 
must be drawn between “absolute” and “rela- 
tive” humidity. The former expresses the actual 
amount of water vapor present in the air. The 
latter gives the percentage ratio of the actual 
amount to the amount required for saturation at 
a given temperature. The saturation amount in- 
creases with the temperature. Thus, a given 
relative humidity value indicates a greater 
absolute humidity when the temperature is high 
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than it does when the temperature is low. For a 
given amount of atmospheric moisture, the cor- 
responding relative humidity will rise as the 
temperature decreases and decrease as the tem- 
perature rises. Accordingly, relative humidity is 
generally high during the night and early morn- 
ing, and lowest in the afternoon. These facts 
show that the air temperature must be taken into 
account in considering the physiologic effect of 
relative humidity. 

In general, the most favorable temperature- 
humidity range is that in which the temperature 
lies between 60° and 75° F., and the relative 
humidity is between 40 per cent and 70 per cent. 
High temperatures (above 75° F.) and high rela- 
tive humidity (over 70 per cent) impose a strain 
on the body, as stated in the New Orleans 
studies previously cited. ‘““Dry” heat (relative 
humidity under 40 per cent) is generally better 
tolerated because evaporation of perspiration 
and thermal regulation are facilitated. Continu- 
ous excessive dry heat, however, may prove un- 
comfortable due to its marked drying effect on 
the skin and the mucous membranes. An op- 
posite effect, with unpleasant chilling of the body, 
is caused by a cold and moist atmosphere because 
of the pronounced loss of body heat. 


PRECIPITATION 

Fog and Precipitation. Fog and precipitation 
(rain, snow) are caused by cooling and conden- 
sation of a highly saturated atmosphere. These 
elements, especially in the colder climates, may 
unfavorably affect patients with arthritic and 
respiratory diseases, due to increased humidity. 
But, if not excessive, they usually have relatively 
little influence on patients with cardiovascular 
diseases, with the exception of the phenomenon 
known as “‘smog”’ which occurs when cold ground 
air in which fog has formed is overlaid by a mass 
of warmer air (“temperature inversion’’). 

Smog. Because of blocked convection and lack 
of air movement, the surface air may remain sta- 
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tionary for hours, days or longer, absorbing 
smoke and irritant chemical and toxic gases from 
pollutants and resulting in “‘smog”’ which is a 
serious hazard to patients with cardiovascular 
and respiratory diseases and to the aged. Smog, 
in various degrees, is not uncommon in the Los 
Angeles area and in other industrial centers. Ac- 
cording to Foulger, the toxic action of smog is 
due to the absorption or solution of air pollutants 
or contaminants by particulate matter, solid or 
liquid (dust, water droplets, fog), causing concen- 
tration and condensation of these substances, and 
resulting in their intensified harmful effect on the 
cardiorespiratory system. The contaminants 
from the exhausts of factories, oil refineries, in- 
cinerators, automobiles, etc., mostly consist of 
various oxides of metals, sulfur, nitrogen, carbon 
monoxide, chlorides and various hydrocarbons, 
which form acids and other irritant compounds 
dispersed by the fog in the atmosphere. Hilleboe 
stated that a recent review of the 1948 smog 
episode in Donora, Pa., revealed an increase in 
the cases of heart disease in those who were ex- 
posed, and he believes that this strongly suggests 
a causal relationship between atmospheric pollu- 
tants and coronary heart disease. 


ATMOSPHERIC PRESSURE AND ALTITUDE 


The characteristic features of high altitude or 
mountain climate (in addition to increased solar 
radiation, especially the ultraviolet) are lowered 
atmospheric pressure and reduced oxygen pres- 
sure. The resulting low arterial oxygen saturation 
produces, in nonacclimatized individuals, a symp- 
tom complex known as “mountain sickness,” 
manifested by cyanosis (lips, fingernails), dysp- 
nea, nausea, faintness, cardiac arrhythmias and, 
in severe cases, heart block and loss of conscious- 
ness. Mountain sickness usually develops at ele- 
vations above 10,000 ft. In an attempt to com- 
pensate for the decreased oxygen content of the 
blood, the erythropoietic system, stimulated by 
hypoxia, responds with the development of a 
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polycythemia (erythremia), resulting in an in- 
creased red blood cell volume, hemoglobin and 
blood viscosity. This compensatory hematologic 
mechanism, however, frequently leads to serious 
cardiovascular complications, such as thrombosis 
of coronary, cerebral or peripheral arteries, and 
the dilated pulmonary capillaries, encroaching 
upon the alveolar space, add to the cyanosis and 
dyspnea due to anoxia. It is obvious that high 
altitude or mountain climate, because of the 
possible deleterious effects, is unsuitable for 
patients with cardiovascular and respiratory 
diseases. Other unfavorable aspects of mountain 
climate are: the difficult terrain, the large daily 
and seasonal variations in temperature and hu- 
midity and the strong winds which are common 
in the mountains and mountain slopes. Mountain 
valleys may be too hot and uncomfortable in the 
summer and they are usually cold in winter. 


WIND 


Winds are caused by differences in temperature 
and pressure between different parts of the 
earth’s atmosphere. Wind is important in 
modifying the effects of the other climatologic 
elements, as well as for its direct influence on the 
body. High winds intensify the chilling effect of 
low temperatures; in warm weather, moderate 
winds reduce discomfort by enhancing evapora- 
tion. In hot, moist climates, the presence or ab- 
sence of wind may make the difference between 
tolerable and oppressive conditions. In regions 
having such climates, the seacoast is preferable 
to the interior because of the “sea breeze,” 
which blows in from the ocean during the day- 
time with invigorating effect and is accordingly 
known as “the doctor” in several tropical coun- 
tries. Ascending winds, for example, those blow- 
ing against a mountain range, tend to form 
cloudiness and precipitation. Descending winds, 
or subsiding air currents have a desiccating effect 
and act to reduce cloudiness and precipitation. 
Light wind or calm conditions favor the main- 
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tenance of fog and the prolongation of air pollu- 
tion situations, and the converse is true. Aside 
from these indirect effects, the element of wind 
is significant in that cardiac patients exposed to 
strong winds are required to make unusual exer- 
tions which may lead to attacks of angina pectoris 
or acute left ventricular failure (pulmonary ede- 
ma). Locations subject to frequent strong winds 
should therefore be avoided by patients with 
cardiovascular disease. 


General Considerations 
on United States’ Climate 


With special reference to the climatologic 
elements discussed, the United States may be 
divided into several climatic regions. The 
divisions to be used here are essentially those 
laid down by Ward. Before defining these re- 
gions, the reader is urged to note that (1) it is 
impossible to assign definite boundaries to these 
or any other climatic zones (they shade into one 
another) and (2) within any zone the existence of 
local climates must be recognized, possessing 
features that do not approximate with the general 
characteristics of the region. 


CLIMATIC REGIONS OF THE UNITED STATES 


1. The southern part of Texas, all of Louisiana 
and Florida and the southern halves of Missis- 
sippi, Alabama and Georgia: this region experi- 
ences mild winters and hot summers; humidity is 
high throughout the year; rainfall is heavy, most 
of it falling during the summer. 

2. The rest of the United States to the east of 
the Rocky Mountains: summers are hot, except 
in the extreme north, in the higher Appalachians 
and along the seashore; winters are moderate in 
the southern part, but cold to very cold else- 
where; humidity is low in the western portion, in- 
creasing toward the Atlantic coast; precipitation 
is likewise low in the plains, but ample elsewhere; 
cloudiness is generally high, especially in the 
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Great Lakes area. This climatic region is charac- 
terized by frequent storminess: weather changes 
are frequent and often sharp, windiness is high 
along the Great Lakes area and the eastern sea- 
board. 

3. From the Rockies westward to the coastal 
ranges of Washington, Oregon and California 
(excluding the interior of southern California and 
southern Arizona): scanty rainfall; cold winters; 
summers hot, except moderate in the high eleva- 
tions; cloudiness and humidity low in the south, 


TABLE 1. 


Climatologic Data for Three Florida Cities 


Miami Tampa Orlando 
Normal daily maximum and 
minimum temperatures (°F.) 
January 74-68 71-52 73-51 
July 87-76 90-74 91-73 
Mean number of days with 
maximum temperatures of 90° 
and above 7 63 108 
Mean number of days with minimum 
temperature of 32° and below ° 1 2 
Mean annual rainfall (in.) 47 50 51 
Mean annual snowfall (in.) 0 T 0 
Mean annual relative humidity 
(per cent) 
At 7 A.M. 85 85 90 
At 1 P.M. 60 58 55 
Mean hourly wind speed (m.p.h.) 12 8 
Per cent of possible sunshine 67 68 — 
Mean number of days 
Clear 106 120 102 
Cloudy 105 90 113 


*Less than 1 
T—Trace (amount too small to measure) 
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increasing towards the north and in the moun- 
tains. 

4. The Southwest (interior of southern Cali- 
fornia and southern Arizona): very dry, with low 
rainfall, humidity and cloudiness; abundant sun- 
shine; mild winters and very hot summers; pro- 
nounced day-to-night temperature changes. 

5. Coastal Washington, Oregon and northern 
California: rainy and cloudy; high humidity; 
mild winters and cool summers; windy in winter. 

6. The southern California coast: low rainfall, 
almost all of it in winter; mild year-round tem- 
peratures; humidity and cloudiness generally 
moderate; few major storms and relatively small 
weather changes. 


SPECIAL CLIMATOLOGIC FEATURES 


Inspection of the foregoing outline, together 
with a review of the physiologic and pathologic 
effects of the climatic elements, suggests some 
broad conclusions that can be drawn regarding 
the suitability of different parts of the United 
States for cardiovascular patients. It is evident 
that the major part of the country does not 
possess desirable climatic features from this 
point of view. Those regions that form the excep- 
tions to this statement are the first, fourth and 
sixth listed above. 


CENTRAL AND SOUTHERN FLORIDA 


In the Gulf of Mexico area, the most suitable 
climate is that of central and southern Florida. 
Table 1 presents some climatologic data for 
representative locations on the east coast 
(Miami), west coast (Tampa) and the central 
interior (Orlando). 

It will be noted that in January the daily 
minimum temperatures average about 10° higher 
in southern Florida than elsewhere. At all three 
locations, days with minimum temperatures 
below freezing are very few. In summer, eX- 
tremely hot afternoons are infrequent along the 
southern coast, and as a general rule, coastal 
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points in all sections of Florida ‘average slightly 
warmer in winter and cooler in summer than do 
inland points at the same latitude.” Rainfall is 
high in all sections (except in the northwestern 
part of the state, where generally more than half 
of the annual total falls in showers or thunder- 
storms during the four-month period, June 
through September). Snowfall is very light in 
northern Florida and practically nonexistent in 
the rest of the state. Relative humidity averages 
are high. Winds are generally light to moderate. 
The sun shines about two-thirds of the time that 
sunlight is possible during the year. In winter, 
especially in the southern part of the state, plenti- 
ful sunshine may be expected. In summation, (1) 
Florida’s climate may be accounted as suitable 
for cardiovascular patients, except for the pro- 
longed summer heat, combined with high hu- 
midity; (2) this drawback may be discounted by 
making it a temporary residence, from October 
through May, and by living near the shore in 
preference to the interior of the peninsula. It may 
be suggested that patients who go to Florida for 
several weeks or a few months to avoid the rigor- 
ous winters of the northern states would do well 
to stop over for a while at an intermediate lo- 
cation in order to avoid the stress of an abrupt 
transition from the two sharply contrasting cli- 
matic zones involved. 


SOUTHERN ARIZONA 


Southern Arizona, lying in the desert South- 
west, also enjoys mild winters with little stormi- 
ness. The atmosphere, moreover, is generally dry: 
there is a high percentage of sunshine and low 
rainfall and cloudiness. Table 2 shows, for 
Phoenix and Tucson, lower values of relative 
humidity and higher sunshine percentages than 
for the Florida locations; also rainfall is much 
less. In both summer and winter, there is a pro- 
nounced difference between day and night tem- 
peratures. Winter afternoons average in the 
comfortable 60’s, but the nights average close to 
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TABLE 2, 


Climatologic Data for Two Arizona Cities 


Normal daily maximum and minimum 
temperatures (°F.) 
January 
July 


Mean number of days with maximum 
temperatures of 90° and above 


Mean number of days with minimum 
temperatures of 32° and below 


Mean annual rainfall (in.) 
Mean annual snowfall (in.) 
Mean annual relative humidity 
(per cent) 
At 5 A.M. 
At 5 P.M. 


Mean hourly wind speed (m.p.h.) 
Per cent of possible sunshine 
Mean number of days 

Clear 

Cloudy 


Phoenix Tucson 
65-35 63-36 
105-75 99-73 
162 146 

20 21 

7 11 

1 

60 51 

27 26 

5 

85 86 

209 192 

71 81 


T—Trace (amount too small to measure) 


TABLE 3. 


Climatologic Data for Two California Cities 


Los Angeles San Diego 


Normal daily maximum and minimum 
_ temperatures (°F.) 


January 65-45 64-46 
July 83-62 76-63 
Mean number of days with maximum 
temperatures of 90° and above 17 3 
Mean number of days with minimum 
temperatures of 32° and below 7 ° 
Mean annual rainfall (in.) 15 11 
Mean annual snowfall (in.) = = 
Mean annual relative humidity 
(per cent) 
At 4 A.M. 75 80 
At 4 P.M. 53 62 
Mean hourly wind speed (m.p.h.) 6 6 
Per cent of possible sunshine 74 66 
Mean number of days 
Clear 182 148 
Cloudy 77 93 
* Less than 1 


T—Trace (amount too small to measure) 
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the freezing level. Similarly in summer, there is 
roughly a 30° difference between the afternoon 
maximum and the nighttime minimum tempera- 
ture readings. This climatic feature, because it re- 
quires the body to adjust to large diurnal temper- 
ature changes, should be taken into account by the 
physician before recommending southern Arizona 
to a cardiovascular patient. This same feature is 
present at the “desert locations” in other parts of 
the same state and in adjacent California. For ex- 
ample, Palm Springs, Calif., has January 
averages of 68° and 39° for the average daily 
maximum and minimum temperatures, respec- 
tively, and 108° and 73° for the corresponding 
July values. However, during the winter months, 
the average daily maximum temperatures are 
slightly higher in Palm Springs than in southern 
Arizona. 


COASTAL SOUTHERN CALIFORNIA 


Perhaps the most desirable climate for cardio- 
vascular patients is that of coastal southern 
California. Table 3 gives the climatologic data for 
two cities in this area, Los Angeles and San 
Diego. It has been stated that ‘‘the Los Angeles- 
San Diego coastal area has the most equable 
climate in the United States due to the ocean to 
the west and the mountain barriers to the north 
and east.” In any event, Table 3 indicates that 
this area enjoys mild winters and summers that 
are usually free of extreme or prolonged heat. 
The combination results in a year-round tem- 
perature regimen thatis noteworthy foritsrelative 
evenness. Rainfall is light, and falls mostly in 
winter. Snow occurs in the mountains near Los 
Angeles, but rarely in the basin in which the city 
is situated; at San Diego, no measurable snowfall 
has ever been recorded. In the Los Angeles area, 
high relative humidity conditions are rarely 
accompanied by high temperatures and conse- 
quently, discomfort or oppression is not gener- 
ally felt. In San Diego and vicinity, humidities are 
uniformly high along the coast; “‘at locations of 
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200 to 300 ft. and about three to five miles inland 
mean relative humidities are as much as 15 per 
cent to 20 per cent lower than at San Diego.” In 
both areas, spring and summer are characterized 
by nighttime and early morning fog and cloudi- 
ness along the coast, but their frequency and 
duration decreases inland. Coastal southern 
California is subject to temperature inversions, 
which can lead to serious “smog”’ situations in 
and around the centers of population. Aside from 
this factor, and the dampness of the immediate 
coast, this region has the most to recommend 
itself with regard to affording a beneficial year- 
round environment for cardiovascular patients of 
all the varied climates of the United States. 


Role of Climate in the Management 
of Cardiovascular Disease 


Climate, although not a direct etiologic factor, 
nor a “cure’’ of cardiovascular diseaease, none- 
theless, has a definite influence on patients, de- 
pending on the environment in which they live. 
The cold and moist climates prevalent in the 
northern, northeastern and midwestern areas of 
the United States, as well as the hot and humid 
environment of the South, are unfavorable for 
cardiac patients because of the strain on the 
circulation and other body functions. On the 
other hand, the mild and sunny climate of south- 
ern California, or the warm and equable winter 
climate of southern Florida, sparing the patients 
the hardships and hazards of living in the cold 
regions, or in the hot and humid parts of the 
country, enhance their comfort and well-being, 
and may have a favorable influence on the course 
of the disease. Levine discussing the regional and 
seasonal distribution of rheumatic fever, stated 
that it is more prevalent in New England than in 
the southern states, and that on occasion he 
advised a change to a warmer climate with ap- 
parently good results in the prevention of recur- 
rent attacks of the disease. Bernstein, as a result 
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of his observations on cardiac patients in Miami, 
stated that there is no question that patients with 
symptomatic coronary artery disease and angina 
are more comfortable and do much better in 
southern Florida than in the North. One of us re- 
calls meeting a physician in San Diego who had 
an attack of coronary thrombosis 15 years ago 
when he lived in Chicago, and, because of the un- 
favorable course of the disease, he was compelled 
to give up his practice there. He has been com- 
fortable and active since moving to southern 
California. Another case is that of a veteran, 
who had an attack of myocardial infarction eight 
years ago, complicated by anginal syndrome. 
He had difficulty in walking more than two blocks 
during the winter in a suburb of New York, with- 
out the use of nitroglycerin; however, he was able 
to walk freely, without taking vasodilators, the 
next winter in Los Angeles and vicinity. Another 
patient who had coronary artery disease with 
intraventricular heart block for many years in 
New York, died within a year after he moved (for 
sentimental reason—to be near his son) to a 
colder region in the Midwest. These are just a 
few illustrations of the possible influence of 
climatic environment on patients with sympto- 
matic cardiovascular disease. 

Climate may affect patients with cardio- 
vascular disease one way or another, depending 
on the location where they live, and physiologic 
adjustments for the maintenance of an adequate 
circulation and thermal regulation vary with en- 
vironment. It seems logical that patients with 
diseases of the cardiovascular system should 
choose, if possible, to live in a climate which may 
lessen the unusual demands and strain on the 
circulation, making their lives more comfortable. 
The difficult problem of change of climate must 
be seriously considered by both physician and 
patient, and it is the responsibility of the physi- 
cian to advise his patient, accordingly, after he 
has carefully appraised all the factors involved in 
such undertaking. 
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FACTORS TO CONSIDER WHEN A CHANGE 
OF CLIMATE IS CONTEMPLATED 


1. Nature of the Disease. The nature of the 
disease, its symptoms, stage, course and results of 
treatment should be established, and the possible 
benefits from change of climate evaluated. Some 
of the conditions, which are most likely to be 
favorably influenced by the use of climatotherapy 
are: coronary artery disease with anginal syn- 
drome, arterial hypertension, Raynaud’s dis- 
ease, myxedema, arteriosclerosis obliterans with 
intermittent claudication, rheumatoid arthritis, 
rheumatic fever, borderline cases of congestive 
heart failure (due to any cause), asthma and 
other chronic respiratory diseases. Fairly recent 
cases of myocardial infarction, intractable con- 
gestive heart failure and other far-advanced 
cardiovascular diseases will probably do better at 
home or in a hospital, under the care of the 
family physician. 

2. Personal Aspects. The personal aspects in 
connection with change of climate must be thor- 
oughly discussed with the patient. He should be 
informed that, while a suitable climate may 
lessen the strain upon the cardiovascular system 


_and relieve the symptoms of the disease, climate 


is only a contributory or supplementary measure 
to an over-all therapeutic regimen, which must be 
strictly adhered to. It is well known that freedom 
from worry, and mental and emotional relaxation 
are important factors in the management of 
cardiovascular patients; it is, therefore, impor- 
tant that the emotional reaction of the patient to 
the prospect of breaking up his home, separation 
from relatives and friends, possible loss of em- 
ployment or earning capacity and other related 
circumstances should be thoroughly considered 
before change of climate is advised. In some 
cases, temporary residence in a warmer climate 
during the winter months might be a com- 
promise solution of the problem. 

3. Proper Location. In choosing a proper loca- 
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tion for a change of climate, several points are 
essential. The climate should be sunny, warm and 
equable, with slight daily and seasonal tempera- 
ture changes, with moderate relative humidity 
and absence of high winds, smog, dust or other 
air contaminants. Other requirements are: com- 
fortable living conditions and good food supply; 
a modern, well-equipped hospital and clinic; 
adequate and easily accessible medical care; con- 
venient transportation for those who are physi- 
eally or financially unable to use a car and, final- 
ly, satisfactory cultural and recreational facili- 
ties. For patients with coronary artery disease 
and anginal syndrome, and for those with hy- 
pertension or intermittent claudication, south- 
ern California or southern Florida seem the most 
suitable locations, realizing, however, that there 
is no “ideal climate.”’ The nightly and morning 
fogs prevalent in the coastal regions of California 
could probably be avoided by selecting a location 
somewhat inland, preferably on level ground for 
easy and pleasant walks and outdoor life. Al- 
though smog is not uncommon in Los Angeles, 
such cities as San Diego, Santa Monica and 
Santa Barbara are usually free from it. S. 
Miller, of the weather bureau office in Los 
Angeles, stated that the central part of the city, 
with its large population and industry, is per- 
haps more likely to be affected by the smog than 
the peripheral communities. He also pointed out 
that because the prevailing winds, the “‘wester- 
lies,” blow mostly from the west and southwest, 
the coastal towns located west and southwest 
from Los Angeles may be less affected than those 
lying in the direction of the wind, or on the 
windward side of the smog. The fairly high 
relative humidity in Florida during the summer 
months is, unfortunately, difficult to escape 
since the peninsula has a subtropical, warm and 
moist climate. While the winters may be more 
comfortable and warmer in Florida, an all-year 
residence for cardiovascular patients seems 
preferable in southern California. There the long 


summers have dry and warm days, and com- 
fortable nights, due to onshore ocean breezes. 
The winters are mild. 

While the warm and dry climate in the desert 
areas (southern Arizona, southeastern Califor- 
nia) is usually beneficial for patients with rheu- 
matic and arthritic conditions, chronic kidney 
disease, asthma and other respiratory diseases, 
patients with coronary artery disease and anginal 
syndrome, or with labile cardiac compensation, 
may not be able to tolerate this type of climate 
because of the large range of daily and seasonal 
temperature changes. During the hot weather 
they should remain indoors part of the time and 
maintain an adequate intake of fluids; an 
efficient cooling system or airconditioning is 
essential. 


Rehabilitation Value of Climatotherapy 


One of the most important problems confront- 
ing the internist is the rehabilitation of patients 
with chronic diseases and the aged. Rusk, dis- 
cussing this “Problem Number One,’ emphasized 
that the new concept of physical medicine and 
rehabilitation is not only to treat their disabilities 
by physical means, but to enable these individ- 
uals to regain their productive earning capacity, 
compatible with their physical condition, so 
“they could learn to live with their disabilities a 
life of dignity and self-sufficiency.” Bortz, called 
attention to the fact that chronically-ill patients 
and elderly persons with chronic infirmities often, 
unnecessarily, occupy hospital beds which should 
be available for patients with acute diseases, or 
should be used for teaching purposes and training 
of physicians. Change of climate could be a step 
in the right direction: climatotherapy may be 
beneficial in the rehabilitation of patients with 
chronic cardiovascular disease and the aged who 
are often handicapped by living in cold and se- 
vere climates, or in a too hot and humid environ- 
ment. Because of diminished physical capacity, 
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low resistance to strain and susceptibility to infec- 
tions of the respiratory system, these persons are 
usually unable to withstand the effects of such 
climates. They become helpless and totally dis- 
abled, and are confined to the house or to a 
hospital. Others, not being able to engage in any 
useful and gainful work, often retire prematurely, 
become invalids and are a burden to the com- 
munity, or depend on financial help from in- 
surance companies, relatives or other sources. 

A change of environment and living in a milder, 
equable climate may favorably influence the 
cardiovascular and other symptoms of the 
chronically ill and the aged. The energy thus 
saved will often stimulate them to resume their 
former occupations, or to do other productive 
work consistent with their physical capacity or 
age, and become useful and self-respecting mem- 
bers of the community, living a more comfortable 
and happier life. Many locations in Florida or in 
southern California are the most suitable for this 


purpose. 


Limitations and Precautions 


In the evaluation of the benefits of climato- 
therapy to cardiovascular patients, the limita- 
tions and the precautions necessary in its use 
must also be considered. As previously men- 
tioned, patients with advanced stages of the 
disease are safer under medical care at home or in 
a hospital. The strain connected with travel and 
adjustment in a new location may be too much 
for them and aggravate their condition. Like- 
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wise, climatotherapy will not be recommended to 
patients who could benefit from cardiovascular 
surgery, where loss of time may unfavorably 
affect the operability of their conditions, or to 
those with predominant cerebrovascular signs or 
symptoms, who need psychiatric care at home or 
in an institution. 

The following precautions are advisable in 
order to avoid possible complications in the use of 
climatotherapy: 

1. The dangers of overexposure to the sun, 
especially in the desert, have been mentioned. 

2. Ocean bathing is not advisable for patients 
with hypertension and labile cardiac compensa- 
tion; cold water is especially harmful. 

8. Those who spend only the winters in a warm 
climate should not return to a cold environment 
too early (not before mid-April); they should do 
it gradually, with a short stopover in a moderate 
climate, if possible. Because of poor acclimatiza- 
tion ability, a sudden change to a cold climate is 
not well tolerated by patients with cardio- 
vascular disease or the aged, and may result in 
an increase of anginal attacks, or cause a myo- 
cardial infarction or other complications. 

4. Travel by air should be only in modern 


‘pressurized cabins, to avoid the effects of anoxia 


in high elevation. Air sickness, caused by the 
combined effects of motion, rapid acceleration 
(gravity changes) and variations in atmospheric 
pressure, is uncommon or minimal when using 
large modern planes. Long distance trips by car 
are too tiresome for cardiac patients and the 
aged, and should be avoided. 
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Reactions to Intramuscular Benzathine Penicillin G 


JEROME A. MOORE, CAPT., Mc, USN 


AND RONALD H. WOODY, LT., Mc, USN 


Naval Air Technical Training Center 
Jacksonville, Florida 


Background 


DUuRING 1958 at the Naval Air Technical Train- 
ing Center, located at the Naval Air Station in 
Jacksonville, Fla., three outbreaks of strepto- 
coccal sore throat occurred, averaging 275 cases. 
In a population of approximately 2,700 the at- 
tack rate in each instance was 10 per cent. During 
the first few days of September, 1959, another 
outbreak consisted of 92 cases in a population of 
approximately 2,400. This latter epidemic was 
aborted by the mass prophylaxis of the involved 
schools or groups with 1.2 million units of benza- 
thine penicillin G (Bicillin®) intramuscularly. 
Mass prophylaxis was recommended by the 
Commission on Streptococcal Diseases, Armed 
Forces Epidemiological Board, promulgated by 
the Surgeon General, U. S. Navy, on August 11, 
1959. The recommendation was that every indi- 
vidual in an epidemic population (a streptococcal 
infection rate of 10/1,000 per week being evidence 
of an epidemic) receive 1.2 million units of Bicil- 
lin as prophylaxis, unless he was known to be 
allergic to penicillin. Anyone with a known or al- 
leged history of allergy to penicillin was to be 
given a ten-day course of erythromycin. The ra- 
tionale for such immunization is that in a given 
epidemic only one-half of the patients will show 
clinical manifestations of the disease. The remain- 
ing 50 per cent with subclinical infections, there- 
fore, are candidates for not only the early septic 
complications such as otitis media and sinusitis, 
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but of greater significance they are candidates for 
the nonseptic complications of streptococcal dis- 
ease, i. e., acute glomerulonephritis or rheumatic 
fever. 


Reactions and Treatment 


Approximately 1,900 persons received either 
prophylaxis or treatment; 1,805 received intra- 
muscular penicillin. There were three cases of im- 
mediate urticarial reaction due to merthiolate 
sensitivity (see Figure 1) and 1 to 3 per cent inci- 
dence of actual or near syncope and one case of 
severe left chest pain that responded promptly to 
oxygen administration. No cases of anaphylatic 
shock occurred. 

In the ensuing 12 weeks there were 38 cases of 
presumed delayed penicillin reactions, an inci- 
dence of 2 per cent. The interval between shot 
and reaction ranged from five to 37 days, with 31 
of the reactions (83 per cent) occurring between 
the ninth and thirteenth days following the injec- 
tion. The duration of the reactions ranged from 
one day to eight weeks; however, 29 (76 per cent) 
lasted less than five days. 

The most frequent manifestations of allergy 
were urticaria and pruritis in 35 cases, edema 
with heat and tenderness in 28 cases, arthralgia 
in 14 cases, arthritis in ten cases, fever and ma- 
laise in six cases. Many of the patients showed 
several manifestations which correlated with the 
intensity and duration of their reactions. Other 
symptoms occurring in patients otherwise de- 
termined to be experiencing penicillin reactions 
were vomiting, diarrhea, headaches, dysphagia, 
pulsating hemorrhagic urticaria, erythema nodo- 
sum, swelling of tongue and pharyngeal urticaria. 
The most frequently involved areas of the body 
were the palms and soles; small joints of the 
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FIGURE 1. Immediate urticarial reaction due to merthiolate 
sensitivity. 


hands and feet; face, neck and back and pressure 
areas over the torso. Treatment varied, depend- 
ing on the severity of the reaction and its dura- 
tion as follows: 

Of the 26 cases judged to be mild, 12 received 
an antihistamine, either pyribenzamine, chlor- 
trimeton or benadry]; eight cases received a single 
injection of 800,000 units of penicillinase and six 
cases received both penicillinase and an antihis- 
tamine. All of these cases showed progressive 
complete remission of symptoms within 24 to 72 
hours with only one relapse that responded to 
another short course of antihistamines. There was 
no noticeable advantage in combining the two 
agents or in the penicillinase over the much more 
economic antihistamine alone. 

Eight cases were considered moderate. All re- 
ceived antihistamines, from one to three injec- 
tions of 800,000 units of penicillinase and varying 
periods of bed rest from one to five days. Symp- 
toms lasted from four to 16 days and were inter- 
mittent or remittent in nature. Responses to treat- 
ment with the different antihistamines varied 
from patient to patient with no one medication 
showing a clear over-all superiority. Three of the 
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patients in addition received oral hydrocortisone 
in initial dosage of 120 mg. per day with gradual 
reduction over a ten-day period. All persons re- 
ceiving steroids showed marked alleviation of 
symptoms and signs within 24 hours. Two of the 
seven subsequently had relapses of approximate- 
ly equal intensity to the original episode and re- 
ceived another course of treatment. 

Four severe reactions required hospitalization 
because they did not respond to the above regimen 
as outpatients and showed progressive urticaria, 
arthritis and fever. All did well on higher doses of 
steroids and strict bed rest while hospitalized and 
were released in seven to ten days. One had a re- 
currence of symptoms and was readmitted for 
another seven-day period. 


Discussion 

In addition to the 38 patients reporting for 
treatment of penicillin reaction, a form survey 
was made one month later on 1,029 of the group 
receiving penicillin. No reaction was reported by 
949; 80 indicated some typeof reaction and stated 
that they had not sought medical attention. 

Twenty-four of the 80 reported excessive pain 


in the buttocks, lasting from one to five days. 


Fifteen reported fever and chills; 24 reported 
myalgia in addition to fever and/or chills, and 
five reported nausea, vomiting or diarrhea—all 
occurring within 24 hours of the injection. None of 
this group was believed to have shown true al- 
lergy. The remaining 12 patients described de- 
layed penicillin reactions similar to the ones re- 
porting for treatment, but as all had resolved 
spontaneously, they could not be confirmed. 

If these reports were in fact penicillin reactions 
and this incidence rate were extended to the en- 
tire 1,805, it would indicate that there were 20 
persons with penicillin reactions who did not seek 
medical attention. This group of 20 would be un- 
aware that they were allergic to penicillin and 
therefore could have severe reactions. This 
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would indicate that 20 (34 per cent) of a total of 
58 patients experiencing reactions did not seek 
medical attention. This correlates well with the 
statistic that 50 per cent of persons with strepto- 
coccal infections do not seek treatment. 

If we accepted the projected incidence of un- 
treated reactions as 20 plus those seeking treat- 
ment as 38, or a total of 58 of 1,805, our over-all 
reaction rate would be 3.2 per cent. 


Therefore it is apparent that Bicillin prophy- 
laxis in a large screened population is a relatively 
safe procedure, although accompanied by some 
actual and latent morbidity. 


The opinions and assertions contained in this article are 
private ones of the writers and are not construed as official or 
reflecting the views of the Navy Depariment or the naval serv- 
ice at large. 


JEROME A. MOORE, CAPTAIN (MC), USN, has served on active duty since 
he was graduated from the University of Louisville School of Medicine in 
1941. Designated a flight surgeon in 1943, Captain Moore recently reported 
for duty at the Naval Air Technical Training Center, Jacksonville, Fla., 
following a tour of duty as senior medical officer aboard the USS Saratoga. 
Dr. Moore’s coauthor, Dr. Ronald H. Woody, Jr., is a graduate of George 
Washington University School of Medicine, Washington, D.C. He interned 
at the U.S. Naval Hospital, Philadelphia, and is a clinical medical officer at 
the Jacksonville center. 


That 75 per cent of hyperinsulinism 
is due to a pancreatic islet cell adenoma. 


LEON G, SMITH, M.D. 


(Kenneth W. Warren and Richard B. Cattell, New England J. Med., Vol. 261 (8), 1959.) 
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Respiratory Distress of the Newborn 


JEROME T. NOLAN, M.D. 


Exeter Clinic 
Exeter, New Hampshire 


Mortality in newborns, aside from severe 
congenital defects, is due largely 

to respiratory difficulties. Confusion 

of the various respiratory problems of newborns 
prevents recognition and treatment. 

The author clarifies the terminology 

and classification of respiratory distress 

in newborns and reviews treatment. 


IN SPITE of the impressive reduction of neonatal 
mortality rates in the past quarter century to 
what might seem to be an irreducible minimum, 
one out of 60 liveborn infants will still die in the 
neonatal period. While many of these deaths are 
attributable to severe congenital anomalies and 
other apparently unalterable situations, a sig- 
nificant number of otherwise healthy infants 
succumb to some form of respiratory distress. 


Incidence 

In our 75-bed hospital during 1957 and 1958, 
there were 1,464 liveborn infants. Of these, 27 
died in the neonatal period. It is interesting to 
note that all but one of these infants were either 
under 2,500 Gm., had congenital anomalies in- 
compatible with life, or were born via breech 
delivery or Cesarean section. The analysis of the 
causes of death is given in Table 1. 

In this table the babies signed out as hyaline 
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membrane disease, atelectasis, aspiration and 
pneumonitis are grouped under the category of 
respiratory deaths. This is the largest single cate- 
gory, and the only one where improvement in 
the salvage can reasonably be expected at the 
present time. 

In the state of New Hampshire there were 142 
neonatal deaths reported in the first ten months 
of 1959. The analysis of the causes of death is 
given in Table 2. 

Again, babies signed out as hyaline membrane 
disease, atelectasis, aspiration and pneumonitis 
are grouped under respiratory deaths, as there 
is so much confusion and inaccuracy in the use 
of the terms. Many babies over 1,000 Gm. were 
signed out with no other diagnosis than prema- 
turity, and it is safe to assume that many of these 
also died of respiratory distress. Those under 
1,000 Gm. are listed separately, as they do not de- 
velop typical hyaline membranes and as the loss 
is generally high in this group. Miscellaneous 
deaths are mainly birth injuries. 


Terminology 


In the broad sense, respiratory distress of the 
newborn will include all diseases and anomalies 
which result in respiratory embarrassment evi- 
dent at or shortly after birth. In the restricted 
sense, however, the term refers in the current lit- 
erature to the apparently idiopathic entity seen 
in newborns, with no grossly recognizable lesions, 
who develop respiratory difficulties in the first 24 
hours of life and who, if they die, often demon- 
strate a hyaline membrane at autopsy. It is this 
group of infants that especially troubles the doc- 
tor, as he does not know why they are in diffi- 
culty and he really has little to offer them in 
treatment. 
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TABLE 1, 


Analysis of Causes of Death of 27 Newborns 


Number 
of Deaths 
Congenital anomalies ............ 7 
Erythroblastosis foetalis. .......... 3 
Total 27 

TABLE 2. 


Analysis of Causes of Neonatal Death 
in New Hampshire 


JANUARY/OCTOBER, 1959 


Number of deaths 

Erythroblastosis foetalis. .......... 8 
Total 142 
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Differential Diagnoses 

Many conditions will cause a newborn infant 
to have respiratory distress. Among these are: 

Congenital Defects: 

1. Congenital heart disease. 

2. Tracheoesophageal fistula. 

3. Diaphragmatic hernia. 

4. Congenital alveolar hypoplasia (?=ate- 
lectasis). 

Infection: 

1. Aspiration pneumonia. 

2. “Congenital” pneumonia. 

8. Acquired pneumonia. 
Birth Injuries and Events: 

1. Intracranial trauma. 

2. Phrenic nerve injury. 

3. Kernicterus. 

4. Postmaturity. 
Atelectasis: 

1. “Congenital.” 

2. Aspiration. 

3. Due to apnea (excessive medication, 

etc.). 

Heart disease will be suggested by the presence 
of significant murmurs, enlarging liver, and cy- 
anosis, if present, and will be confirmed by x-ray 
and electrocardiogram. Distress predominantly 
in association with feeding will suggest the use of 
fluoroscopic study to rule out tracheoesophageal 
anomalies. Iodized oil should be used rather than 
barium, if fistulous connection is suspected, as the 
aspiration of barium produces severe pneumoni- 
tis. Auscultation of the chest will help to differ- 
entiate localized consolidation, and x-ray will rule 
out diaphragmatic hernia and phrenic nerve in- 
jury. Secondary or acquired pneumonias tend to 
come on later than the typically early-onset 
respiratory distress syndrome, and are associated 
with greater toxicity, but not necessarily with 
high temperatures in the newborn infant. The 
susceptible groups of infants in the critical 
weight range demonstrating the early onset and 
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typical pattern of respiration described below 
will prove to have neonatal respiratory distress, 
unless unusual factors point to other consider- 
ations. The pattern of aspiration pneumonia 
may be differentiated radiologically from the 
simple respiratory distress syndrome by the more 
localized character of the former. 


Respiratory Distress Syndrome 


This syndrome, which is also known as hyaline 
membrane syndrome, is seen most commonly in 
premature infants, babies delivered by Cesarean 
section and those born of diabetic mothers. The 
infant must be over 1,000 Gm. at birth to permit 
normal pulmonary gas exchange, as a period of 
air breathing is a necessary prerequisite to the 
development of the disease. Although the affect- 
ed babies may appear normal at birth, they soon 
develop the characteristic findings of intercostal 
and sternal retractions, expiratory grunt, see-saw 
movement of chest and abdomen and irregular 
respiratory rates. These signs are always mani- 
fest within the first 12 
hours of life and progress 


JEROME T. NOLAN, M.D., Exeter, N.H., earned his medical degree from 
the University of Rochester School of Medicine and Dentistry. He com- 
pleted a rotating internship at Mary Hitchcock Hospital, Hanover, N.H., 
where, with the help of an advisor, he organized a general practice residency. 
Dr. Nolan was the first man to take this residency. Academy Member Nolan 
joined the Exeter Clinic, following a three-month graduate course in obstet- 
rics at the Providence Lying-In Hospital, Providence, R.I. Dr. Nolan has 
been a member of the New Hampshire chapter since 1954. The author is chief 
of the general practice department, Exeter Hospital. 


In a recent evaluation of this scoring method, 
Bauman found that of children who evinced 
respiratory distress by a score of two or more, 
60 per cent died in the first seven days of life, and 
half of those who died had a hyaline membrane 
at autopsy. 

The radiologic counterpart of this clinical syn- 
drome is a characteristic diffuse granular pattern 
of marked increase in pulmonary density asso- 
ciated with conspicuous bronchial air shadows 
and many small peripheral areas of radiolucency. 
Ellis and Nadelhaft found a high degree of corre- 
lation between this picture and the autopsy find- 
ings of hyaline membrane. The only other group 
in which a similar picture was found was consti- 
tuted of infants who had demonstrated clinical 
respiratory distress syndrome but recovered. 

Feinberg and Goldberg believe that finding 
this triad of radiologic signs on a one-hour post- 
natal film taken of suspect newborns (prema- 
tures, section deliveries, etc.) enables one to pre- 
dict the appearance of clinical distress and per- 
haps allows earlier treatment. The granular lung 


to maximum intensity by 
36 to 48 hours, at which 
time those who are going 
to succumb generally do 
so 


TABLE 3. 


Evaluation of Clinical Severity in Respiratory Distress Syndrome 


Some babies who have 


exhibited similar signs 
gradually recover by the 
third or fourth day. 
Several authors have 
devised scoring methods 
to assess clinical severity. 
Such a system is that of 
Silverman and Anderson, 
in which five criteria are 
evaluated separately as 
not present, present or 
marked, as in Table 3. 
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Upper chest and abdomen 
rise synchronously. 


No intercostal sinking on 
inspiration. 
No xiphoid retraction. 


No movement of chin. 


No expiratory grunt. 


Lag or minimal sinking of 
upper chest as abdomen 
rises. 


Just visible sinking of inter- 
costal spaces. 


Just visible xiphoid retrac- 
tion. 

Chin descends on inspira- 
tion; lips remain closed. 


Expiratory grunt heard with 
stethoscope. 


See-saw sinking of upper 
chest with rising abdomen. 


Marked sinking of inter- 
costal spaces. 


Marked xiphoid retraction. 


Chin descends; lips part on 
inspiration. 

Expiratory grunt heard with 
naked ear. 
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fields represent the microscopic findings of alve- 
olar atelectasis, and the unusually prominent 
bronchial air shadows and peripheral round ra- 
diolucencies represent the contrast between the 
air-distended bronchi and the surrounding atelec- 
tatic lung. 


Significance of the Hyaline Membrane 


Hyaline membrane disease was first described in 
the United States in the early 1920’s but was not 
a frequent subject in the literature until 1946. A 
hyaline membrane is found in approximately 30 
per cent of autopsied babies in the weights of 
1,000 Gm. to 2,500 Gm., with equal spread 
throughout that weight range. It is found with 
increasing frequency in the presence of maternal 
diabetes, Cesarean section, prematurity, breech 
delivery, multiple pregnancy and maternal tox- 
emia, in that order. The finding is not restricted 
to newborns, as it may be found in a variety of 
conditions affecting older infants and adults, 
such as fatal virus pneumonia. This fact seems to 
emphasize the secondary role of the hyalin mem- 
brane in relation to the total clinical picture. 

Much labor has gone into establishing the 
chemical nature of the membrane, and this has 
culminated in the demonstration of fibrin as the 
essential constituent of the membrane, and the 
recognition that the membrane resembles a plas- 
ma clot. 

Among the causes advanced for the formation 
of the membrane are aspiration of vernix, aspira- 
tion of amniotic fluid, anoxia leading to increased 
capillary permeability, infection, pulmonary ed- 
ema, excessive oxygen tension, left heart failure 
and high concentration of maternal hormones 
affecting fetal fluid balance. A thorough review of 
the many theories and their supporting argu- 
ments has been written by Curtis. 

From all of this, a working concept satisfactory 
to present knowledge may be distilled: Pulmo- 
nary edema is formed by one or possibly several 
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simultaneous factors (anoxia, amniotic fluid aspi- 
ration, etc.), and this is followed by the precipita- 
tion of fibrin. With the reabsorption of some of 
the edema fluid, the fibrin deposits collect along 
the walls of the alveoli and small bronchi. This 
acts as a barrier to gas exchange and makes aera- 
tion difficult, particularly for the premature in- 
fant with poor respiratory forces. Incomplete 
aeration produces the pattern of atelectasis and 
leads to further anoxia and often to death. 

Currently then, a hyaline membrane appears to 
be but a single feature in a complex clinical pic- 
ture, and a phenomenon secondary to the pri- 
mary cause of the diseased lungs. For this reason 
the entire symptom complex is better referred to 
as neonatal respiratory distress syndrome than as 
hyaline membrane disease. 


Treatment 


Once other entities and anomalies have been 
ruled out, we are left with the difficulty of treat- 
ing a condition which we still understand imper- 
fectly. 

Generally accepted is placing the infant in a 
warm, humid atmosphere with approximately 40 
per cent oxygen. The administration of antibiot- 
ics, (avoid chloramphenacol in the premature) 
is usually routine as is the withholding of all feed- 
ing. Once promising, the use of aerosol deter- 
gents has proved disappointing and has been 
generally discontinued. Proponents of the aspira- 
tion theory prefer a head-down position for the 
infant in contrast to the advocates of a heart fail- 
ure etiology who keep the baby erect to minimize 
venous pressure. The horizontal position would 
seem the best compromise. Digitalization is em- 
ployed when signs of heart failure (enlarged liver, 
congested systemic veins, etc.) are superimposed. 

Fluid may be administered subcutaneously 
when the initial edema has disappeared. Thirty 
ec. per pound per day of 5 per cent glucose in 
normal saline has been shown to be beneficial and 
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Pulmonary vein 


FIGURE 1. 


to increase the salvage rate of infants with neo- 
natal respiratory distress. 

Mechanical support of the retracting chest 
seems logical but has not been universally used. 
A rubber band supported towel clip in the ster- 
num has been advocated, as has adhesive splint 
stiffening of the thoracic wall to prevent retraction. 

Undoubtedly at this time prophylactic meas- 
ures offer the most effective control. Scrupulous 
attention to the estimation of the size of poten- 
tial section babies and consideration of this neo- 
natal hazard in the decision for or against Cesa- 
rean section are obviously important. In the tech- 
nique of section, the interval between the incision 
of the uterus and the surfacing of the infant’s 
head must be as short as possible to prevent aspi- 
ration with the sudden release of intrauterine 
pressure. Immediate gastric suction by a waiting 
attendant is recommended. 

Elective induction of a breech and the use of 
podalic version should be reconsidered in the light 
of the increased incidence of respiratory distress 
in infants delivered by breech. During breech de- 
livery, once the chest is free, the baby will make 
Inspiratory efforts and at this time the perineum 
should be depressed to free the mouth and airway 
while the shoulders and head are being delivered, 
particularly if there is any holdup at this stage. 
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Early clamping of the cord and avoidance of the 
technique of stripping the cord seem wise to pre- 
vent a sudden load on the fetal circulatory sys- 
tem. The avoidance of exaggerated head-down 
position or of holding the baby by the feet im- 
mediately after birth is suggested. The baby 
should be placed horizontally, either on the 
mother’s abdomen or on the receiving table while 
the mouth and nose are rapidly suctioned free of 
accumulated mucus with a rubber bulb syringe. 

In handling of the diabetic patient in pregnan- 
cy, since this is the group with the highest inci- 
dence, the balance between excessive prematu- 
rity and the danger of sudden death of the fetus 
left too long in utero must be constantly weighed 
by the physician. Perhaps in this group the use 
of the one-hour postnatal chest film might give a 
head start to therapy. 

Finally, all measures to decrease the incidence 
of prematurity are given additional impetus and 
meaning by the high statistical threat of death in 
respiratory distress of premature babies. Many of 
these infants, who are healthy in all other re- 
spects, would live if they might gain additional 
time in the womb. 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to the Index to Advertisers. 
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FIGURE 1. Roentgenographic and bacteriologic change among patients grouped according to steroid therapy. 


Prednisolone and the Treatment of Tuberculosis 


STEROIDS are generally recognized as useful for 
the treatment of the acutely ill tuberculous pa- 
tient but are considered to be contraindicated 
for the patient in whom chemotherapy has been 
a failure. The role of steroid hormones in the 
treatment of the wide spectrum of tuberculous 
patients between these two extremes is being 
studied by clinical investigators participating in 
the U.S. Public Health Service Tuberculosis 
Therapy Trials. 

Patients selected for the trial by the partici- 
pating hospitals were randomly assigned, so that 
one-third of the patients received prednisolone 
for five weeks and one-third for nine weeks. A 
placebo was especially prepared to be indis- 
tinguishable from prednisolone and was given to 
the remaining one-third, half of whom received 
it for five weeks and half for nine weeks. The 
daily dose of prednisolone was 20 mg. for the 
first three days, 15 mg. for the next four days, 
followed by maintenance doses of 10 mg. During 
the final week of steroid therapy in all regimens, 
the dose was gradually reduced to 5 mg. a day 
for four days and 2.5 mg. for the last three days. 

As shown in the graph above, patients have 
been grouped according to their adjuvant therapy 
—-prednisolone for five weeks, prednisolone for 
nine weeks or a placebo. About half the patients 
in each group received isoniazid, PAS, and the 
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other half received streptomycin-pyrazinamide. 
The percentage of patients with substantial 
(marked or moderate) roentgenographic improve- 
ment increased rapidly and steadily in all groups 
during the 12 weeks of treatment. Patients who 
received either five or nine weeks of prednisolone 
fared equally well and had a definite superiority 
over the patients who received placebos. At the 
twelfth week, slightly more than 70 per cent of the 
patients on prednisolone regimens showed sub- 
stantial improvement compared with only 60 per 
cent of the patients who received placebos. 

Reversible infectiousness occurred rapidly 
among all three adjuvant therapy groups. In 
contrast to the results on roentgenographic 
change, the bacteriologic results gave no indi- 
cation of any benefit from the addition of pred- 
nisolone but instead suggest that the continued 
administration of prednisolone may be unde- 
sirable. Among patients given prednisolone for 
nine weeks, 38 per cent were still infectious in the 
twelfth week compared with only 24 per cent 
with the five-week course of prednisolone, and 25 
per cent with the placebo. Consideration of both 
roentgenographic and bacteriologic change sug- 
gests that a five-week course of prednisolone is 
preferable to either the placebo or a nine-week 
course of the steroid. (American Review of Respir- 
atory Diseases, 81:598, April, 1960.) 
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EUGENE W. HALL, M.p. 
Ferguson, Missouri 


The Family Doctor and Preventive Dentistry 


The general practitioner has a responsibility 

to his patient to encourage parents to take their 
preschool children to the dentist, to prescribe 
extradietary fluorides for expectant mothers and 
children living in areas without fluoridation 

and to sell the idea of preventive dentistry 

to parents as well as preventive medicine, 

such as immunization procedures. 


Studies of Dental Caries in Children 


MANny studies have been conducted to analyze 
the incidence of caries in various age groups be- 
ginning with the school child and continuing into 
adulthood. However, few studies have been de- 
signed specifically to determine the incidence of 
caries in the preschool child. This is in part due to 
the fact that, as children do not ordinarily visit 
the dentist until they enter school, no convenient 
groups lend themselves to study. 

In a published report of the ILWU-PMA den- 
tal program on the west coast, the average age 
of children receiving dental care for the first time 
was 6.7 years. The study further indicated that 
the average number of fillings provided to chil- 
dren with no previous dental care was about five. 
Another study showed that children 3 to 5 years 
old averaged 31 to 32 per cent carious surfaces on 
their deciduous teeth. Of the 1,282 carious sur- 
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faces observed in permanent teeth, 800 (62 per 
cent) were found in the first molars. ‘“‘During the 
(three-year) course of observation, an aggregate 
of 2,248 newly carious surfaces was discovered: 
this includes 1,053 in . . . deciduous teeth (46.8 
per cent of the total).” ( 

In a study of dental caries among elementary 
school children in Oregon, “altogether, dental 
examinations were given to 1,534 pupils between 
the ages of 5 and 12 years, inclusive.’”’ The 5-year- 
old group had 78 per cent deciduous teeth and the 
6-year-old group 89.1 per cent deciduous teeth 
with carious surfaces. The 6-year-old group had 
34.4 per cent carious surfaces on permanent 
teeth. 

In St. Louis, 119,000 children of school age 
were examined and dentofacial abnormalities 
were discovered in 51 per cent of this population 


group. 
RESULTS 


The American Dental Association indicates 
that comprehensive studies of dental caries in 
children and youths have been made in every 
section of the country. A composite picture of the 
results of these studies indicates that: 

1. Fifty per cent of all 2-year-old children have 
one or more carious teeth. By the time children 
reach school age, they have three or more decayed 
primary teeth. 

2. Fourteen per cent of these children will ex- 
perience dental decay in the first permanent 
molar or six-year molar. 
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The Family Doctor 
and Preventive Dentistry 


3. At age 16, the average youth has seven de- 
cayed, missing or filled teeth involving 14 tooth 
surfaces. Less than 4 per cent of high school pu- 
pils are free of dental decay. 

Evidently, there is a wide gap in positive den- 
tal care during the preschool years. 

The World Health Organization states: ‘‘Den- 
tal caries is one of the most prevalent and wide- 
spread diseases in the world. It has been found 
that dental caries start soon after the eruption of 
the deciduous teeth. Numerous studies have been 
made on the prevalence of caries among children 
in many countries, and it has been shown re- 
peatedly that the average child reaching school 
age has many carious teeth.” 

This fact becomes serious when we recall that 
the deciduous teeth begin forming at the third 
month prenatally, and the permanent teeth begin 
forming as tooth buds from the extension of the 
dental shelf prior to birth. The deciduous teeth 
erupt about the fifth month after birth and are 
completely erupted by 3 years of age. The 
permanent teeth begin erupting about the fifth 
year of age and the last teeth of this set by the 
mid-20’s. 


Water Fluoridation 


The water fluoridation movement has con- 
tributed greatly to the reduction of caries among 
preschool and school-age children. All of the 
leading health agencies, official and nonofficial, 
have supported the fluoridation of community 
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drinking water as the safest, most effective and 
cheapest method of providing protection against 
caries. Presently, according to the Public Health 
Service of the Department of Health, Education 
and Welfare, there are slightly more than 43 mil- 
lion people living in communities with naturally 
or artificially fluoridated water. 

There are, however, about 130 million people 
without this protection. The emphasis on nutri- 
tion, good dental practices and periodic visits to 
the dentist has not accomplished as much as one 
might wish in such a concerted attack on this 
health problem. In addition, many opponents of 
artificial fluoridation for moral and ethical rea- 
sons have defeated attempts to provide com- 
munities with protection through fluoridated 
water supplies. 

Recognizing these problems, the Council on 
Dental Therapeutics of the ADA published a 
recommended schedule of use concerning sys- 
temic or extradietary fluoride for children, ages 
2 to 10 years. This recommendation has been 
accepted by the AMA. 

For the past few years, “practically all chil- 
dren in Geneva (Switzerland) 4 to 7 years of age 
now receive fluoride tablets at school under the 
supervision of the teachers, which limits admin- 
istration to approximately 200 days in the year.” 
This school program was initiated from the re- 
sults of research done on the efficacy of sodium 
fluoride tablets in reducing caries in the perma- 
nent teeth by as much as 84.8 per cent over the 
control groups. 


EUGENE W. HALL, M.D. was graduated from St. Louis University School 
of Medicine, St. Louis, Mo., in 1946 and took an internship at that city’s 
DePaul Hospital. After completing his internship, Dr. Hall served two years 
on the staff of Fitzsimons General Hospital, Denver, Colo., and in 1949, he 
entered private practice in Ferguson, Mo. (a St. Louis suburb). He is cur- 
rently president of the St. Louis Academy of General Practice and General 
Practice Host for the 1960 Southern Medical Association meeting. Among 
Dr. Hall’s hobbies are antique cars and the collection of old medical books 
and instruments. 
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A national study encompassing returns from 
12,525 dentists concerning the use of systemic 
fluoride demonstrated that the dentists prescrib- 
ing fluoride prescribed it routinely for the ele- 
mentary school child. More than one-half of the 
dentists prescribed the tablet form, primarily 
because of the ease of administration and control 
of dosage. 

The paradox continues to exist between what 
we know to be true about the dental needs of 
children, the efficacy of fluorides in the control of 
caries and the physician’s lack of interest and/or 
knowledge of preventive dentistry as it affects 
the child of preschool and school age. 


The Family Physician’s Responsibility 
in Preventive Dentistry 


The question seems to be: ‘What responsibil- 
ity does the general practitioner have in preven- 
tive dentistry?’ A number of possibilities suggest 
themselves. 

1. A fluoride tablet can be prescribed for the 
expectant mother. Since we know that the tooth 
buds begin to form about the sixth week of pre- 
natal life and that “. . . maximum benefits from 
dietary fluorides may be anticipated only when 
they are administered throughout the period of 
tooth formation...” we can assure the newborn 
infant an excellent chance of caries protection by 
beginning fluoride treatment that early. Many 
dentists have also observed that fluoride supple- 
ments added to the diet of the expectant mother 
aid in protection of her teeth during the period of 
pregnancy. 

2. The physician should make every effort to 
encourage parents to visit their dentist with their 
children before the children enter school. This 
would help support the recommendation of the 
ADA which suggests that children be taken to 
the dentist at the age of 2 or 214 years. 

3. The physician should assist the dentist in 
supporting municipal fluoridation. 
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4. The physician should continue to educate 
parents and children in regard to sound dental 
health practices. 

5. The physician should seriously consider the 
prescription of extradietary or systemic fluoride 
for infants and children (in addition to pre- 
scribing this for the expectant mother) in areas 
where water is not naturally or artificially 
fluoridated. He can use the schedule set up by the 
Council on Dental Therapeutics of the ADA. 
This schedule advocates: (1) one fluoride tablet 
daily for children under 2 years of age, (2) one 
fluoride tablet every other day for children from 
2 to 3 years of age and (3) one tablet daily for 
those children over 3 years of age. 

Several fluoride tablets have received prefer- 
ential classification by the ADA,.and at least one 
has been accepted for advertising in the Journal 
of the American Medical Association. These 
tablets yield the recommended dosage of 1 mg. of 
fluoride ion. 

The dental profession recognizes the need for 
help from the general practitioner. ‘“The time is 
judged at hand when dental medicine through 
graduate instruction must take the responsibility 
for developing its own epidemiologists. A start 
has been made by some few schools. In the course 
of its development, dental epidemiology placed 
initial emphasis on problems primarily dental. 
The future would indicate an eventual incorpora- 
tion of those interests into the general pattern of 
medical and epidemiologic effort toward the 
health and welfare of populations.” 

Therefore, until this occurs and until parents 
develop attitudes conducive to preventive den- 
tistry, such as they currently possess on immu- 
nization procedures for the child of preschool and 
school age, the general practitioner must assist 
the dentist in reducing the nation’s most chronic 
and expensive health problem. 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to the Index to Advertisers. 
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Warm water 


i Push Button A 

for warm water spray. 
Push Button B 

for warm air dry. 


Warm air 


FIGURE 1. The automatic toilet appliance. The plastic box 
in the back contains the water pressure regulator, the electric 
water valve and the siphon breaker. The seat is hollow and 
contains the air heater and blower, the water heater, the ther- 
mostat and control switches. 
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A New Method of Perineal Hygiene 


PHILLIP L. ROSSMAN, M.D. 


St. John’s Hospital 
Santa Monica, California 


This specially designed toilet appliance 
furnishes a jet of warm water for cleansing 
followed by a jet of warm air for drying. 
The author tells about the operation 

of the unit and its application 

in various medical conditions. 


RECENTLY, an apparatus has been devised that 
provides an effective and nonirritating method of 
cleansing the perineal area without the use of the 
hands, paper or other aids. 

This device is an automatic toilet appliance 
with a self-contained mechanism for washing the 
anal and vulval regions with warm water and 
then drying these areas with a flow of warm air. 
It can be operated by a push-button or foot-switch 
mechanism. This equipment, made of heavy-duty, 
durable plastic (a nonconductor of electricity) 
replaces the conventional seat. It can be attached 
to any standard toilet bowl and does not require 
extra floor space or extensive remodeling for 
plumbing. The apparatus is equally effective in 
both sexes and in adults and children alike 
(Figure 1). 

To evaluate this new method of perineal 
hygiene under various conditions, units were 
installed in hospitals, private homes and public 
washrooms. Results were obtained in hospitals 
and in other locales by questionnaires and per- 
sonal interviews (Table 1). 
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TABLE 1. 


Indications for Use 


Orthopedic Uses:* 
Amputations—arm or hand 
Bursitis—shoulder or elbow 
Casts—body or arms 
Arthritis of upper extremities 
Fractures of arms, hands or fingers 
Congenital malformations of the hands or arms 


Medical Uses: 
Obesity 
Scleroderma 
Senility and mental retardation 
Carriers of typhoid and other intestinal infections and 
infestations 
Constipation 
Perineal cutaneous diseases and malignancies 


Neurologic Uses:* 
Paralytic poliomyelitis 
Paralysis due to cerebrovascular disease 
Paraplegia and quadriplegia 
Parkinson’s disease 
Multiple sclerosis 
Cerebral palsy 


Surgical Uses: 
Episiotomy and post-partum care 
Plastic perineal repair 
Postrectal surgery 
Postperineal prostatectomy 
Postoperative urinary retention 
Arm pedical migrations 

Normal Uses: 
Routine everyday use 
Food and drug handlers 
Child toilet training 
Bedpans and bedside commodes 
Menstrual hygiene 
Postcoital hygiene 


*With foot-switch attachment. 


Perineal Medical Problems 


Cleansing and drying of the anal and vulval 
regions in patients with local lesions or disease 
has always been a problem. The presence of ex- 
crement and exudate can lead to cutaneous irri- 
tation and also to annoying and embarrass- 
ing fetid odors. Abrasive methods of cleansing, 
despite use of even the softest materials for the 
purpose, are painful and may traumatize denuded 
and inflamed tissues, thereby retarding healing. 
By using this new unit, patients with hemor- 
rhoids, anal fissures and fistula-in-ano carried out 
the desired perineal hygiene without discomfort. 
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In some instances following hemorrhoidectomy, 
it was desirable to reduce the force of the water 
spray. This unit could be employed by patients 
with cutaneous disorders such as_ perineal 
psoriasis, tinea and eczematoid lesions, vulval 
keratosis and carcinoma. 


FIGURE 2. The installation demonstrating the adapter for 
connection to the cold water line (inset), and electric power 
connection to 60 cycle, 110 volt electric supply. This view 
includes the pedal accessory required for patients with dis- 
ability of the upper extremities, as well as the push-button con- 
trols on the outer rim of the seat for normal manual control. 
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A New Method 
of Perineal Hygiene 


FIGURE 3. Eosin methylene blue agar plates of perianal 
smears (a, above) after the thorough use of toilet tissue and (b, 
below ) after the use of the automatic toilet apparatus. 
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Specific Uses 
HANDICAPPED 


Amputees and those persons handicapped by 
crippling diseases develop tremendous psycho- 
logic and physical problems regarding cleansing 
of the perineal area, because they must ordi- 
narily be dependent on others. When an acces- 
sory pedal control is provided with this unit, 
these people may attend to this hygienic detail 
without seeking assistance from others (Figure 2). 


OBSTETRICS 


Post-partum patients who had had previous 
painful experience with perineal hygiene follow- 
ing delivery were appreciative of this new wash 
and dry method. It eliminated the usual perineal 
nursing care. Perianal smears showed a definite 
reduction in the bacterial count (Figure 3). 


OBESITY 


Obesity complicates perineal hygiene. In 
obese persons, cutaneous irritation of the perineal 
and adjacent areas, as a result of not only ex- 
cretory wastes but also of perspiration, can cause 
much discomfort. Constricting foundation gar- 
ments increase the liability to chafing in the obese 
female. The water cleansing and air drying 
facilities of this new apparatus are helpful in 
alleviating and avoiding such irritations. 


MENTAL ILLNESS 


In some instances, mentally deficient or in- 
competent persons can be taught to operate this 
device. Where this cannot be accomplished, the 
apparatus simplifies this chore considerably for 
the attendant because he has only to operate the 
controls as required. 


OTHER USES 


This unit, with an extension hose connection, 
may also be used in conjunction with a bedpan, a 
bedside commode or a wheelchair commode. 
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It also provides a convenient method of 
perineal cleansing for women following urination, 
during menstruation and following marital rela- 
tions (it is ineffective as a contraceptive device). 
Asimple attachment permits use as a mechanism 
for administration of vaginal douches. It is also 
valuable in the elimination of hand contamination 
for food and drug handlers. 


The Author 


For normal people who desire thorough perineal 
cleansing, this method of perineal hygiene is easy 
and effective. 


Equipment for this study was furnished by the Washex 
Corporation, Santa Monica, Calif. 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to the Index to Advertisers. 


PHILLIP L. ROSSMAN, M.D. was graduated from the Western Reserve 
University School of Medicine. He chose the Cuyahoga County Hospital, 
Cleveland, for both his internship and residency. Dr. Rossman was a mem- 
ber of the U.S. Army Air Force Medical Department for five years during 
World War II. He has been engaged in private practice in Los Angeles 
since that time. Dr. Rossman is also medical director of The Protective 
Security Life Insurance Company and is chief of the outpatient service at 
St. John’s Hospital, Santa Monica, Calif. He has written many scientific 
articles and the accompanying article is his first contribution to GP. 


That in tetanus only 25 per cent of patients 
will develop trismus (lockjaw). 


LEON G. SMITH, 
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Treatment of Thyrotoxicosis During Pregnancy 


RALPH C. BENSON, M.D. 


Department of Obstetrics and Gynecology 
University of Oregon Medical School 
Portland, Oregon 


THE TREATMENT of thyrotoxicosis during preg- 
nancy is vastly different from that in the non- 
gravid state. The diagnosis is more difficult, 
considering the clinical and metabolic alterations 
of gestation; certain treatment modalities cannot 
be employed because they are peculiarly damag- 
ing to the fetus; obstetric problems may confuse 
the therapeutic response. Slight changes sug- 
gestive of toxic goiter are recognized in normal 
pregnancy, but true hyperthyroidism occurs in 
two or three of each 1,000 pregnancies. This may 
be extremely serious for the gravida and/or her 
offspring. Race, age and parity are not significant 
in the frequency of the disease. 

Hypermetabolism may be physiologic: normal 
pregnancy, especially multiple pregnancy, or 
pathologic: (1) the overproduction of thyroid 
hormone, or hormone products, by the thyroid as 
a result of a pituitary, thyroid or other glandular 
disorder, (2) functional metastases from a thyroid 
carcinoma or an active struma ovarii, (8) exces- 
sive administration of thyroid-stimulating sub- 
stances—thyrotoxicosis fascitia. 

Pathologic hypermetabolism is due most often 
to overactivity of the thyroid gland. Whether 
this is usually a primary pituitary or thyroid 
dysfunction is still debated. Nevertheless, un- 
necessarily large doses of thyroid hormone in 
“tonie” or reducing nostrums may be causal. 
Secondary hormonally active thyroid cancer or 
the production of thyroxine by an ovarian tumor 
are very rare causes of hypermetabolism. 
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Thyroid Function During Pregnancy 


Pregnancy is accompanied by a slight general 
enlargement of the thyroid gland due to adenom- 
atous hyperplasia. Concomitantly, there is an 
increased iodine uptake and retention. An aug- 
mentation of the circulating thyroid hormone 
bound to serum globulin follows. Ordinarily, 
these variations should be associated with thyro- 
toxicosis. However, during normal gestation, 
there is no evidence of clinical toxicity even 
though a slight increase in pulse rate and minor 
elevations in the blood pressure near term are 
noted. The increased metabolism, evidenced in 
part by enhanced oxygen consumption, is equiv- 
alent to the requirements of the pregnant woman 
and the growing conceptus. 

The thyroid gland during pregnancy is neither 
more nor less sensitive to pituitary stimulation 
because of the gestation. Although iodine de- 
ficiency must be considered in certain cases, in- 
creased iodine uptake by the thyroid gland during 
pregnancy is the result of enhanced hormone 
production. Most patients receive adequate 
iodine, so that the rapid return to normal iodine 
uptake following delivery indicates a reduction in 
the amount of thyroid hormone produced. It 
seems likely, therefore, that accelerated thyroid 
activity during pregnancy is the result of thyro- 
trophic hormone stimulation. 

Thyroid hormone is bound for transfer and 
storage in loose combination with serum alpha 
globulin. The secondary carrier for thyroxine is 
serum albumin. The thyroxine-binding capacity 
of serum alpha globulin rises as early as the third 
week of pregnancy due in part to heightened es- 
trogen levels. It reaches a peak at approximately 
two and one-half times that of the normal non- 
pregnant adult. It is unchanged throughout 
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Pregnancy 


pregnancy and returns to normal levels by the 
fourth to sixth week post-partum. A calculated 
concentration of free thyroxine in the serum of 
the pregnant patient is definitely lower than in 
the nonpregnant individual as a result of this rise 
in thyroid-binding protein, despite an elevation 
of the serum iodine. 

In contrast to the maternal increase, the thy- 
roid-binding capacity of the serum of newborn 
infants is only one and one-half times that of nor- 
mal adults. The serum iodine of the newborn is 
only slightly less than that of the mother. Con- 
sequently, the concentration of free thyroxine is 
high in the child’s serum, but the level is about 
the same as that of the nonpregnant adult. 

During gestation, the protein-bound iodine 
level can be depressed by administering tri-iodo- 
thyronine, a synthetic analogue of thyroxine. 
(This may explain why the pregnant woman is 
more tolerant to large doses of desiccated thy- 
roid.) Either the pituitary gland is suppressed by 
tri-iodothyronine or the protein-bound iodine 
during pregnancy allows an increased affinity of 
the serum globulin for thyroxine. The former is 
more likely. 


Symptomatology of Hyperthyroidism 


Severe thyrotoxicosis can usually be recog- 
nized. However, slight degrees of hyperthy- 
roidism may be difficult to diagnose even after 
several patient visits. The history may be very 
valuable in distinguishing mild hyperthyroidism 
during pregnancy. Most important is the evalu- 
ation of the signs and symptoms relative to the 
patient’s general performance. The severity and 
duration of the symptomatology, their persis- 
tence and the degree of disability should be re- 
corded. Hyperthyroidism is usually manifest for 
weeks or even months prior to a definite diag- 
nosis. Nevertheless, the condition may begin 
during or immediately following a pregnancy. 

In the absence of strict diet, nausea or diar- 
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rhea, weight loss by the pregnant patient is al- 
ways significant. Constipation, a frequent com- 
plaint of the gravida, may give way to persistent 
loose stools in hyperthyroidism. The number of 
blankets required for comfort at night also should 
be considered. Pertinent symptomatology must 
be related to the situation before and during 
pregnancy. 

Graves’ disease requires the presence of goiter, 
exophthalmos and tachycardia in the classic case, 
whether or not the patient is pregnant. Many 
times, however, the goiter may be minimal and a 
slight enlargement and softening of the thyroid 
gland is to be expected in normal pregnancy. 
Stare and prominence of the eyes may be only 
slight; “large eyes’’ may even be a family char- 
acteristic. However, tachycardia is invariably 
present. The diagnosis of hyperthyroidism should 
never be made unless the resting pulse consist- 
ently exceeds 74 per minute. The pulse is most 
likely to be “‘basal’”’ when the patient awakens in 
the morning. In questionable cases, someone 
within the household should record the patient’s 
pulse rate when she awakens. 

Flushing of the face is apparent in toxic goiter 
and the hands are definitely warm and moist. In 
a state of anxiety, the palms are cold and damp. 

Asymmetric enlargement of the thyroid gland 
is noted generally in toxic goiter. The pyramidal 
or one lateral lobe is often unduly prominent 
during hyperthyroidism, when the gland is usu- 
ally soft and even rubbery in consistency and the 
margin is not readily felt. Usually, a soft bruit is 
heard on auscultation over the enlarged thyroid 
gland. However, this sound must be distinguished 
from the carotid pulsations. Slight hypertension 
may occur with hyperthyroidism but a wide 
pulse pressure is even more typical. 

A fine static tremor of the fingers and/or tongue 
and general overactivity of the patient should be 
noted. All of this must be distinguished from 
anxiety unrelated to hyperthyroidism. A state 
of anxiety is usually intermittent but hyperthy- 
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TABLE 1. 


Direct Tests of Thyroid Function (in order of preference during pregnancy) 


Normal 


Test Values Advantages Disadvantages 
Serum butanol- 4 to 6 mg. Almost specific for thyroxine. Somewhat more complicated than PBI 
extractable per cent Eliminates most other organic and in- test. 
iodine (BEI) organic iodine compounds. Available only in larger centers. 

Chance contaminants unlikely to vitiate 

test. 
Good correlation between production and 
release of thyroxine by thyroid. 
Protein-bound 6to1lmg. Measures circulating iodinated substances Not specific for thyroxine. 
serum iodine per cent in serum—thyroxine is largest com- Unexplained wide variations in same 
(PBI) ponent. patient and different patients during 
pregnancy. 
Desiccated thyroid, iodine, mercurials may 
give false, high readings. 

Radioactive Measures thyroid hormone synthesis di- [!%! dangerous to fetal thyroid unless in 
iodine uptake rectly. doses under 0.5 me. 
Valuable in differentiation of the goiterous 
patient. 
Thyroid- None. Not applicable during pregnancy. 
stimulating TSH increases promptly after LMP. 


hormone (TSH) 


No baseline for gravid patient. 


roidism persists. Hyperthyroid patients may im- 
prove or become worse, but freedom of the symp- 
tomatology of toxic goiter for days or weeks 
would speak against hyperthyroidism. 

Atypical signs and symptoms of moderate or 
severe hyperthyroidism include auricular fibril- 
lation, congestive heart failure and abdominal 
pain often simulating surgical emergencies. Myop- 
athies including muscle weakness and atrophy, 
particularly in the upper extremities, may be 
notable. Even edema of the eyelids, suggesting 
hypothyroidism, may be present in the patient 
with toxic goiter. Some of these women may be 
apathetic and dull so that a psychosis may be 
suspected. 


Laboratory Tests 


No laboratory test alone is completely diag- 
nostic for toxic goiter because errors occur con- 
stantly. Nevertheless, one or ‘more of the tests 
listed in Tables 1 and 2 may aid in the diagnosis 
and treatment of hyperthyroidism. 

It is now apparent that there are numerous 
thyroid hormones, or at least hormone products, 
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each of which has specific metabolic stimulatory 
potential. Obviously, even an estimate of the 
serum butanol-extractable iodine or the protein- 
bound iodine will not appraise the entire problem 
of thyroid function even though it measures 
thyroxine largely. Ideally, additional studies of 
the total thyroid function would be preferred in- 
cluding: radioiodine uptake, radioiodine turnover 
and thyroid-stimulating hormone tests. Unfor- 
tunately, the first two procedures are often haz- 
ardous and the third is impossible to perform 
during gestation. 

From the sixth week of gestation until a few 
days after delivery, there is an increase in circu- 
lating serum hormone iodine as demonstrated by 
isotopes. I!82, having a half-life of 2.3 hours with 
greatly reduced radiation for mother and fetus, 
is now being used experimentally as a test sub- 
stance for thyroid activity (but never for ther- 
apy) during pregnancy. ['%8, having a 21-hour 
half-life, also drastically reduces the irradiation 
administered for thyroid uptake testing. I'82 and 
[133 have approximately the same biologic effec- 
tiveness as I!3! which has an eight-day half-life. 

In general, an appreciation of the symptom- 
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Treatment 
of Thyrotoxicosis During 
Pregnancy 


atology together with a serum butanol-extrac- 
table iodine determination (or a protein-bound 
serum iodine) are adequate to diagnose toxic 


goiter during pregnancy. 
Therapy 


IODINE 


There are no absolute indications for medical 
treatment of toxic goiter, but medical therapy 
should always be applied first and iodine may 
well be the drug of choice. 

Iodine is prescribed because it shrinks the 
thyroid gland and reduces its vascularity. It ap- 


pears to block the stimulating action of thyro- 
trophic hormone effectively. This ameliorating 
effect is probably mediated by the first of three 
possible mechanisms: (1) correction of thyroid 
function by inhibiting formation and/or release 
of thyroid hormone, (2) direct inactivation of 
thyrotrophic hormone and (8) inhibition of thy- 
rotrophin release from the pituitary. 

Bona fide mild or even moderate thyrotoxi- 
cosis during and particularly late in pregnancy 
should be treated with iodine alone in the form of 
Lugol’s solution, potassium iodide or syrup of 
hydriodic acid. The hyperthyroidism may be con- 
trolled for months. However, iodine in these 


TABLE 2. 


Indirect Tests of Thyroid Function (in order of preference during pregnancy) 


Normal 
Test Values Advantages Disadvantages 
Basal —5 to +20 Relatively simple Patient must be “basal.” 
metabolic rate “breathing Wide variations even in normal range: not good in borderline cases. 
(BMR) test.” Increase of 15 per cent during pregnancy does not begin until fourth 


month, does not continue after eighth month. 
Reflects circulatory-respiratory more than thyroid function. 


Cholesterol 175 to 275 None. 
mg. per cent 


Useless during pregnancy when lipids are normally increased. 


The Author 
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forms is not a particularly potent agent. It usu- 
ally reduces the basal metabolism by about 15 
per cent and the BEI or PBI 2 to 3 gamma per 
cent. 

Lugol’s solution, 5 minims twice a day or its 
equivalent, will ameliorate the signs and symp- 
toms of toxic goiter within ten days to two weeks. 
However, it may take four to six weeks before a 
maximum suppression is apparent. In moderate 
or severe instances of hyperthyroidism, iodine 
may not suffice. The so-called “‘iodine escape”’ in 
most cases, is merely an exacerbation of the 
hyperthyroidism and is not a true refractoriness 
of the patient to iodine. If the drug had been 
omitted initially, the toxicity in all likelihood 
would have been far worse. 

The surgical preparation of patients with toxic 
goiter using iodine alone is adequate in perhaps 
one-half of all cases, but if the woman is very 
toxic, iodine as a preoperative measure usually 
will not suffice and thiouracil compounds must be 
added. 


THIOUREA DERIVATIVES 


These derivatives prevent the thyroid from 
synthesizing thyroxine. This is accomplished by 
inactivating a pyroxidase enzyme which converts 
iodide to iodine; elemental iodine is combined 
with tyrosine to form thyroxine. 

Propylthiouracil is the most common antithy- 
roid drug in current use. Its advantages are: (1) 
oral therapy in proper amounts will control most 
cases of thyrotoxicosis and (2) continued therapy 
is possible. 

Although thiourea compounds have been used 
successfully in moderate dosage during preg- 
nancy, fetal goiter and hypothyroidism have 
often occurred unpredictably. No one knows the 
safe dosage for the infant. These drugs are also 
excreted in the milk during lactation. 

Many patients treated with one of the thiour- 
acils eventually require surgery because it is dif- 
ficult to maintain these women on this medica- 
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tion for a long time. The degree of control of 
hyperthyroidism by thyroid-antagonists is often 
inconstant and complications may develop. This 
may be due to the patient’s failure to take the 
drug properly or as frequently as prescribed. If 
the individual travels, laboratory and other tests 
of function may be disregarded. Some women re- 
quire 200 to 400 mg. of proplythiouracil daily 
during the entire period of treatment, while it 
may be possible to reduce the dose promptly to 
75 to 50 mg. daily for maintenance in others. If 
the optimal dose is not diminished, hypothy- 
roidism results. 

Patients often become tense and anxious dur- 
ing the course of therapy if they are aware that 
the situation may get out of hand. Preoccupation 
with their symptoms may border on hypochon- 
driasis. Anxiety is then confused with recurrence 
and sometimes surgery is welcomed as a relief 
from the worry and apprehension induced by the 
physician’s concern. 

There are times also when the need for close 
patient maintenance causes so-called “phy- 
sician’s weariness.’’ This also leads the doctor to 
resort to surgery. 

The incidence of recurrence of toxic goiter with 
medical therapy is more than twice as great as 
that following surgery. 

Potassium perchlorate is a new antithyroidal 
drug suitable for use during pregnancy, but not 
widely employed to date. It interferes with the 
trapping of iodine by the thyroid. It also reduces 
its ability to release iodine bound by the thyroid. 
Doses of 250 mg. four times a day of potassium 
perchlorate are well tolerated; rare serious re- 
actions have been described. Euthyroidism is 
established in two to three months, whereupon 
a maintenance dose of 50 to 100 mg. four times 
a day suffices. 


SUBTOTAL THYROIDECTOMY 


This operation still remains the major thera- 
peutic modality in the great majority of patients 
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with moderate or severe Graves’ disease during 
pregnancy. It implies the removal of a portion of 
the overactive gland on the assumption that the 
portion which is left will be adequate to produce 
average amounts of calorigenic substances. 

The indications for subtotal thyroidectomy in 
patients with toxic goiter during pregnancy gen- 
erally treated initially with antithyroid com- 
pounds, include: (1) marked thyroid enlarge- 
ment, (2) suspected cancer, (3) thyrotoxic ade- 
noma, (4) toxicity from the antithyroid drugs, 
(5) difficulty in continuing medical supervision 
and (6) recurrence of toxic goiter after medical 
management. 

If surgery is required, the operation must be 
preceded by iodine therapy for approximately 
two weeks or the gland will be difficult to remove 
because of friability, hemorrhage and ill-defined 
margins. Iodine prevents thyrotrophic hormone 
from stimulating thyroid cells to hyperplasia 
while the thiouracil compound suppresses the 
production of thyroxine. Unfortunately, the 
protracted use of a combination of these two 
agents is not feasible. 


X-RAY THERAPY 


This type of therapy has been used success- 
fully in the treatment of toxic goiter during preg- 
nancy in the past, particularly for poor surgical 
risk patients or those with recurrence of hyper- 
thyroidism after one or more surgical attempts at 
cure. The exposures over a period of four to six 
weeks are not disturbing to the patient. Im- 
mediate complications are most unlikely. Treat- 
ments reduce the production of excess thyroid 
hormone gradually and “thyroid storms,” cardiac 
and other complications secondary to abrupt 
metabolic alteration are unlikely. 

Approximately 1,000 r must be delivered to the 
thyroid to control thyrotoxicosis, however, and 
infrequent late reactions involving the trachea 
or esophagus may cause discomfort. A rare case 
of carcinoma of the thyroid developing one to 


two decades following such x-ray therapy may 
have been caused by irradiation. 


RADIOACTIVE IODINE 


This treatment cannot be used therapeutically 
during pregnancy because although it reduces 
the function of thyroid tissue in a way similar to 
x-ray, it may also destroy the fetal thyroid and 
damage other structures in the formative period. 
By the twelfth week, fetal thyroid tissue pro- 
duces collagen and traps iodine. Hazardous 
amounts of radioactivity have been found in the 
fetal thyroid even as early as three and one-half 
months following the administration of radio- 
active iodine for the treatment of carcinoma of 
the thyroid in a pregnant woman. It is not es- 
tablished yet how damaging even large tracer 
doses of radioactive I!%! will be for the fetus 
during the first trimester. 

The advantages and disadvantages of various 
treatment methods are summarized in Table 3. 


ADJUNCTIVE THERAPY 


The therapy of thyrotoxicosis during gestation 
includes increased rest, sedation and a high pro- 
tein, high vitamin diet. An augmented caloric in- 
take is then required to insure weight main- 
tenance or gain during pregnancy. Vitamin needs 
during hypermetabolism are augmented and cal- 
cium must be administered in supplemental form. 
Stimulants such as caffeine should be avoided; 
alcohol and tobacco should be eliminated or 
drastically reduced. 

Reserpine has recently been used in the man- 
agement of toxic goiter in addition to antithyroid 
drugs. It is particularly valuable in alleviating 
the symptomatology of severely toxic patients, 
particularly those who are threatened with a 
thyroid “storm,’”’ and those who develop one of 
the toxemias of pregnancy. Large doses of res- 
erpine must be given parenterally, however, to be 
effective against the thyroid overactivity. Labor- 
atory tests indicative of thyrotoxicosis are not 


Volume XXII, Number 6 GP 


TA 


: To 
P 
P 
= 
a 
2 


TABLE 3. 


Treatment of Hyperthyroidism During Pregnancy—Therapeutic Modalities 


Advantages 


Disadvantages 


Iodine 


Propylthiouracil 


Potassium 
Perchlorate 


X-ray Therapy 


Radioactive 
Todine 


Inexpensive, oral medication. 

Amelioration begins in one week. 

Reduces vascularity and fria- 
bility of gland. 


Inexpensive, oral medication. 
Indefinite medical control of 
hyperthyroidism possible. 


Inexpensive, oral medication. 
Few side effects. 

No dietary restriction of iodine. 

Long duration of thyroid 
suppression. 


Immediate control of 
thyrotoxicosis. 

Appraisal of tissue for cancer. 

Low operative mortality 
(1:1,000). 


Rare immediate adverse reactions 
to treatment. 

Gradual control of 
hypothyroidism. 

Applicable to poor-risk patient or 
one who refuses surgery. 


None. 


Not a potent agent—only applicable to slight or moderate hyper- 
thyroidism. 

One and one-half to two months for maximal effect. 

Occasional dermatitis. 


Dangerous to fetus in moderate or large doses. 

Close maintenance required to control hyperthyroidism and to 
avoid hypothyroidism. 

Permanent cure in only 30 per cent. 

Undesirable side effects in 10 per cent. 

Agranulocytosis or renal failure in 0.5 per cent. 

Size of goiter increased. 


Moderately slow action. 

Skin rash occasionally. Agranulocytosis rarely. ; 

Poor preparation for surgery, vascularity of gland increased. 

Cannot be replaced by iodine preoperatively or 
thyrotoxicosis recurs. 


Expense of hospitalization, surgery. 

Postoperative hypothyroidism in 10 to 20 per cent. 
Postoperative hyperthyroidism in 5 per cent. 
Postoperative recurrent thyrotoxicosis in 5 per cent. 
Injury to N. recurrent laryngeal in 8 per cent. 


Four to six weeks for maximal effect. 
Moderately heavy radiation required. 
Uncommon late esophageal, tracheal scarring. 
Expense of roentgen treatments. 

?—cause of carcinoma of thyroid years later. 


Must never be used during pregnancy or total destruction of the 
fetal thyroid will result. 


changed by reserpine, even though hyperkinesia 


is reduced. 


Abortion as a Therapeutic Complication 
of Hyperthyroidism 


during the course of medical therapy of toxic 
goiter is fairly common. One must anticipate a 
critical reduction of thyroid function and supple- 
ment the patient with thyroxine, tri-iodothy- 
ronine or desiccated thyroid when hypothyroid- 
ism is likely or when it actually occurs. For this 


One can treat the mother for hyperthyroidism 
complicating pregnancy and lose the baby be- 
cause of induced fetal hypothyroidism. 

Although premature delivery is more frequent, 
there is no convincing evidence that the incidence 
of spontaneous abortion is increased by hyper- 
thyroidism, nor does this result -in a greater fre- 
quency of fetal anomalies. However, maternal 
hypothyroidism increases the occurrence of all 
these problems. 

Hypothyroidism developing after surgery or 
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reason, thyroxine should be prescribed immedi- 
ately before and after thyroidectomy. Also, 
thyroid hormone may be given along with anti- 
thyroid drugs to insure a euthyroid state. 
Numerous miscarriages have been observed in 
patients in whom the BEI or PBI levels either fail 
to rise during pregnancy or remain at a subop- 
timal level. Thyroid therapy improves the sal- 
vage of pregnancy in many of these cases. 
Tri-iodothyronine acts with marked rapidity in 
minute doses to correct the manifestations of 
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hypothyroidism. A rare individual will be found 
to be refractory to desiccated thyroid or thy- 
roxine so that tri-iodothyronine may be the drug 
of choice. Unfortunately, the BEI or PBI will not 
reflect the patient’s improvement after tri-iodo- 
thyronine. It acts at a cellular level and does not 
increase the inorganic iodine components bound 


to serum protein. Blood tests are valueless; one is 
forced to appraise improvement on a purely clini- 
cal basis, and this is not easy during pregnancy. 
Thyroxine is effective in a matter of days, is 
readily assimilable and the improvement can be 
estimated accurately by the BEI and PBI tests. 
Therefore, it is the drug of choice in therapy. 


HERE’S A HELPFUL HINT ABOUT... 


A Method for 
Prevention of 
Levarterenol 
Slough 
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THE USE of the pressor amines in treating shock is by now a well-established thera- 
peutic principle. Of these drugs, levarterenol bitartrate (Levophed®) has been the most 
widely employed, and has often been lifesaving because of its effect in reversing the 
vascular atony associated with shock. The mechanism of action of levarterenol is that of 
peripheral vasoconstriction, resulting in prompt elevation of systemic blood pressure. 
The intravenous route of administration of levarterenol has been mandatory, since 
intramuscular or subcutaneous administration will induce intense vascular narrowing 
with resulting tissue ischemia and necrosis. The accidental infiltration of intravenous 
infusions containing this potent vasopressor agent has led to numerous instances of 
skin ulceration and sloughing. These patients frequently require corrective surgical 
procedures, and the net result may be that an already sick patient is made even sicker. 
Some years ago, it was found that phentolamine methanesulfonate (Regitine®), an 
antiadrenergic drug, when injected into areas of levarterenol extravasation, could re- 
verse local ischemia without causing a drop in blood pressure. It was also noted, how- 
ever, that phentolamine was of no use if irreversible tissue damage had already oc- 
curred, as in the case of delayed observation of infiltration of the intravenous infusion. 
In view of this problem, Dr. Gary Zucker and associates of New York have worked 
with the simultaneous administration of levarterenol and phentolamine. They found 
that subcutaneous infiltration into the abdominal wall of rabbits of 250 cc. of a solution 
containing as little as 2.5 mg. of phentolamine and as much as 32 mg. of levarterenol 
per 1,000 cc. of solution, caused no tissue necrosis. In humans, they showed that the 
pressor effect of levarterenol was not decreased by 5 to 40 mg. of phentolamine per liter 
of solution. Of 68 patients in shock treated with such mixtures, 33 extravasations were 
observed in 22 patients. No tissue necrosis developed. The group’s current practice is 
to add 5 mg. of phentolamine to the flask of levarterenol. They emphasize that 20 mg. 
per liter should be the maximum dose of levarterenol employed in shock, since no 
recoveries were observed with larger doses, and the danger of skin and visceral damage 
is increased. 
PETER H. BERCZELLER, M.D. 
Department of Therapeutics 
New York University School of Medicine 
New York, N.Y. 
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St Information Please 


Readers are encouraged to submit inquiries to GP. 
These will be answered by authorities in appropriate fields of therapy and diagnosis. 


Massive Doses of Vitamin B,. 


Q. When are 1,000-mcg. doses of vitamin Bye 
necessary or advisable? 


A. Ordinarily, 1,000-meg. doses of vitamin Bj». 
are given in only two circumstances: (1) in 
treatment of patients with a nutritional 
neuropathy of short duration, in whom rapid 
improvement is occasionally observed, and (2) in 
the performance of the Schilling test, wherein a 
flushing dose of vitamin is required. It is also 
possible to treat patients with pernicious anemia 
by giving them 1,000 mcg. once every two to 
three months. Present evidence suggests that 
there are no hazards in such a program. How- 
ever, all the long-term data are not yet in and so 
at present a regimen of perhaps 100 meg. once a 
month is considered safer. 


Bleeding Gastric Ulcers 


Q. Please explain why a bleeding and perforated 
gastric ulcer seldom occurs. 


A. Significant hemorrhage at the time of per- 
foration of a gastric ulcer is not excessively rare. 
It is observable in at least 15 per cent of all 
such perforations, particularly when the ulcer is 
acute. In such cases, the bleeding ordinarily oc- 
curs an hour or so before the perforation and it is 
seldom found that a notable amount of blood 
has spilled into the peritoneal cavity through the 
perforation. The emergency of the perforation 
makes it easy to overlook bleeding which does 
not induce vomiting. 

It is true, however, that the combination of 
bleeding and perforation is unusual and the rea- 
son is anatomic. All ulcer bleeding is arterial— 
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never venous—and most gastric ulcers which 
perforate lie on either the anterior or the posterior 
wall, not along the curvatures. Although any 
perforation necessarily punches through very 
vascular tissue, the arteries are relatively small 
except along the curvatures. Of course, an ulcer 
lying on one of the walls can bleed severely but 
ordinarily the inflammatory tissue surrounding 
an excavating chronic crater tends to close off the 
small arteries that it encounters. Consequently, 
most gastric ulcers do not bleed significantly. 


Steroid Therapy in Mumps 


Q. What is the status of steroid therapy, including 
cortisone, in mumps? Does this therapy have 
any effect on the serious complications of 
mumps? Please comment on the newer mumps 
vaccines. 


A. The use of cortisone and its derivatives or 
ACTH can produce relief from pain in mumps 
orchitis and of some symptoms of meningoen- 
cephalitis when doses the equivalent of 300 mg. of 
cortisone are given daily to adults for a few days. 
These drugs do not influence the course of the 
infection. Spread to previously unaffected testes 
or parotid gland may occur during use of the 
drugs and symptoms return if they are discon- 
tinued. Acute pancreatitis may be a complication 
of prolonged steroid therapy and is also an occa- 
sional complication of mumps. 

Mumps vaccine consists of inactivated mumps 
virus produced in embryonated chicken eggs. Its 
use is recommended primarily in susceptible per- 
sons (as evidenced by negative skin test reaction 
or absence of serum antibody) in closed groups, 
particularly in young adults before exposure 
when an epidemic is prevalent. Its value if given 
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after exposure is not clearly defined. Antibody is 
usually demonstrable after a week but the dura- 
tion of immunity is not known. A second dose is 
suggested after six months or a year. Allergic per- 
sons known to be susceptible to egg or chicken 
products and those giving pseudopositive skin 
test reactions should not be vaccinated. 


Abdominal Tenderness in Aged 


Q. Frequently during physical examination of 
elderly patients, I find generalized abdominal 
tenderness with no apparent cause or symptoms. 
These patients have not gone on to surgery and 
are not bothered by the condition if the doctor 
does not palpate the abdomen. Is there an ex- 
planation for this finding? 


A. This question was sent to two Editorial Ad- 
visory Board members and the following an- 
swers were received: 

One: Generalized tenderness in the elderly pa- 
tient is not unusual. This finding can be duplicat- 
ed in the normal adult when pressure is put on 
either side of the promontory of the sacrum. At 
this place sympathetic nerves are pressed and 
some tenderness is elicited. In the thin elderly pa- 
tient, the finding is even more apparent and is 
more generalized. It does not denote abnormality 
since it occurs only with pressure on the ab- 
domen. The tenderness probably results from 
pressure on the sympathetic radicals in the 
mesentery. Certainly, no treatment is necessary. 

Two: The symptom described has never im- 
pressed me with either its frequency or its 
severity. Since a large number of my patients are 
elderly, I wonder whether this might be a regional 
phenomenon. My local colleagues agree with my 
opinions on this matter. On the contrary, elderly 
patients with generalized peritonitis, as demon- 
strated at a subsequent operation, have re- 
vealed far less tenderness than would be expected 
from the degree of peritoneal insult. 
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Fifth Disease 
Q. Please discuss “fifth disease.” 


A. Fifthdisease (erythema infectiosum) is a mild 
epidemic disease of children and young adults. 
While an etiologic agent has not yet been defi- 
nitely identified, the available evidence suggests 
that it may be a virus. 

Werner inoculated monkey kidney tissue cul- 
tures with throat washings and stool suspensions 
and produced cytopathogenic effects. He also 
demonstrated the appearance, in convalescent 
serums, of antibodies that would fix complement 
in the presence of supernatant fluids from cul- 
tures that had shown cytopathogenesis. (See 
Werner, G.H. et al., New viral agent associated 
with erythema infectiosum, Ann. New York Acad. 
Sci., 67:338, 1957.) A relationship to other 
agents, particularly measles, has been suggested. 
The evidence is still inconclusive. 

Although most of the patients are asympto- 
matic, a few may have pruritis, low-grade fever, 
malaise and mild symptoms of upper respiratory 
infection or gastrointestinal disturbances. The 
rash first appears on the face as small, erythema- 
tous macules or papules which enlarge and 
coalesce. One or two days later, lesions appear 
on the extensor surfaces of the extremities. These 
spread centrally and peripherally but spare the 
palms and the soles. Fading of the lesions starts 
in the center, forming a lacelike pattern. Al- 
though eosinophilia and transient initial leuko- 
penia have been described, most cases present no 
striking findings which indicate white blood cell 
involvement. 

The differential diagnosis includes the several 
viral exanthemata, principally rubella, measles 
and the enterovirus rashes. Since specific con- 
firmatory tests are not available at present, the 
diagnosis is a clinical one. Though occasionally 
protracted, the course is uniformly benign. Treat- 
ment is symptomatic. 
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Safe Blood 


(American College of Surgeons, San Francisco, 
Oct. 11) STORED BLOOD from blood banks can be 
used safely in surgery involving heart-lung ma- 
chines if calcium is added to the blood. Other- 
wise, low calcium content of stored blood makes 
it toxic to the isolated heart, and therefore, fresh 
blood has been preferred. Banked blood is safe in 
ordinary transfusions, since it is diluted before 
it reaches the heart.—Drs. ANDREW V. FOOTE, 
MICHAEL TREDE and JAMES V. MALONEY, 
University of California Medical Center at Los 
Angeles. 


Ulcer Surgery 


(Ibid., Oct. 11) SURGEONS often are removing more 
tissue than necessary in duodenal ulcer by “stick- 
ing to a time-tried formula which calls for a 
standard amount of cutting. This standard opera- 
tion is all right, because it works. But there are 
newer techniques which can give them better 
results, and happier patients.’ One newer pro- 
cedure removes a minimum of tissue and estab- 
lishes drainage in order to complete the healing 
process.—DR. MERLIN K. DUVAL, JR., Oklahoma 
City. 


Blood Measurement 


(Ibid., Oct. 11) AN AUTOMATIC DEVICE permits 
measurement of blood in patients in 15 minutes. 
A measured amount of radioactive iodine is in- 
jected into the blood stream and a sample drawn 
after thorough mixing in the general circulation. 
The amount of radioactivity in the sample in- 
dicates the extent of dilution and hence total 
blood volume. The instrument does the measuring 
more quickly and precisely than former methods. 
—Drs. JOHN A. WILLIAMS and JACOB FINE, Beth 
ge Hospital and Harvard Medical School, 
oston. 
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Radiation Exposure 


(10th U.S. Air Force Pacific Medical Conference, 
Tokyo, Oct. 26) OVEREXPOSURE to radiation 
shortens life, if it does not kill. Each roentgen 
absorbed by the body reduces human life expect- 
ancy by an average of seven days and in some 
cases by 15 days. Radiation also hastens develop- 
ment of degenerative diseases—Dr. HARDIN B. 
JONES, University of California’s Donner Labo- 
ratory. 


Smoking and Blood Clots 


(American Heart Association, St. Louis, Oct. 21) 
AFTER SMOKING one standard, nonfiltered ciga- 
rette of high nicotine content, the blood of ten 
male and female volunteers formed blood clots of 
greater tensile strength in a shorter time than 
blood drawn before smoking. Clot formation was 
analyzed with a _ thromboelastograph.—Dr. 
ORVILLE HORWITZ and DONALD S. WALDORF, 
University of Pennsylvania Hospital. 


Hypertension Therapy 


(Ibid., Oct. 22) SINCE THE ADVENT of antihyper- 
tensive drugs, the five-year mortality rate of 
medically treated hypertensive patients declined 
from 53 per cent to 27 per cent. Mortality rate of 
surgically treated patients in the same period rose 
from 18 per cent to 24 per cent, perhaps because 
patients selected for surgery may be chiefly the 
most severe cases. The study covered 2,822 pa- 
tients.—Dr. DERA KINSEY and associates, Mas- 
sachusetts Memorial Hospital. 


Penicillin-Blocking Organisms 


(Ibid., Oct. 21) TEN TO 12 per cent of patients 
treated with penicillin for “strep” sore throats 
appear unchanged or may appear worse. One 
reason seems to be the presence of hemolytic 
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Staphylococcus aureus organisms capable of de- 
stroying penicillin and preventing its action upon 
streptococcus infections. Both infections are over- 
come with erythromycin.—Dr. STANLEY H. 
BERNSTEIN and associates, Long Island Jewish 
Hospital, New Hyde Park, New York. 


Anticoagulant Benefit 


(Ibid., Oct. 23) AMONG 583 heart attack patients 
followed for periods up to two years, rates of re- 
current attack and sudden death were only half 
as high among those receiving bishydroxycou- 
marin (Dicumarol®) compared with those not 
receiving the anticoagulant. Mortality rates were 
13 per cent and 26 per cent respectively. The 
same trend appears to hold during the third and 
fourth years of the study, but statistical records 
in this phase are not yet complete.—Drs. PAUL 
R. KUHN, ALBERT VAN NESS, RICHARD J. JONES 
and BARBARA J. HELMSTETTER, University of 
Chicago Clinics. 


Anticholesterol Hormones 


(Ibid., Oct. 21) SYNTHETIC HORMONES, mirror- 
images of thyroxin, in small regular doses suc- 
cessfully reduced blood cholesterol in 14 athero- 
sclerotic patients over a three-year period with 
no side reactions or toxic effects. The “results 
suggest that such thyroxin-like compounds with 
an exaggerated effect on cholesterol metabolism 
may be safe and effective agents for the reduction 
of abnormally high serum cholesterol levels.” — 
Drs. MauricE M. BEst and CHARLES H. 
Duncan, Louisville (Ky.) General Hospital. 


Physician-Dentist Cooperation 


(Ibid., Oct. 22) HEART PATIENTS needn’t become 
dental cripples; they can undergo tooth extraction 
or other procedures, but physicians and dentists 
must cooperate. Example: The heart patient on 
anticoagulant therapy could bleed dangerously 
if the dentist had not been informed. The dentist 
can reassure the apprehensive heart patient or 
tailor his medicaments to fit the medical regimen. 
—PAUL GUIDRY, D.D.S., Kirkwood, Mo., and others 
at a special panel of dentists and physicians. 


Old Germ Killers 


(Conference on Antimicrobial Agents, Washington, 
Oct. 28) SOME GOOD old germ killers are being 
neglected. An improved hydrogen peroxide oint- 
ment, urea peroxide in a glycerol solution, has 
unusual cleansing power for infected lesions and 
also appears effective against some if not all re- 
sistant strains of Staphylococcus aureus. It is 
named “T-3.”—Drs. HERBERT M. CoBE and 
EMMANUEL PLOUMIS, Temple University. 


One in Ten Neurotic 


(Mental Health Expert Commitiee, U.N. World 
Health Organization, Geneva, Oct. 5) TEN PER 
CENT of western people are neurotic. While few 
statistics are available, it appears likely that rapid 
socioeconomic changes in less highly-developed 
countries “have created a situation in which 
mental disorders are of even greater importance” 
than in countries which developed gradually. 


Here each month are published notes of progress in diagnosis and treatment as reported at recent medical 
meetings. GP’s aim is to get news of new drugs and other developments to physicians no later than their 
patients read of them in the daily press and weekly newsmagazines. Report of a new theory or therapeutic 
claim here, prior to its formal endorsement in the medical literature, is not to be regarded as endorsement or 
verification by the editorial staff. 
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Innocent Murmurs in Childhood 


FOGEL HAS ANALYZED the incidence and the char- 
acteristics of innocent systolic murmurs in chil- 
dren. He analyzed the cases of 231 pediatric pa- 
tients ranging in age from 1 month to 17 years. 
These patients had been referred because of a 
cardiac murmur, rheumatic fever or rheumatic 
heart disease, cardiac enlargement, abnormal 
ECG or chest pain. Each patient was fully evalu- 
ated. The final diagnoses are shown in the chart 
at the right. The most common diagnosis was 
innocent murmur (over 63 per cent of all 
cases). The second most common diagnosis was 
congenital heart disease. (Among the 18 per cent 
having congenital heart disease, the most com- 
mon was ventricular septal defect.) 

Fogel points out that when specialized graphic 
techniques are used, the innocent systolic mur- 
mur can be found in 100 per cent of children. In 
fact, similar systolic murmurs are found in most 
recordings of fetal heart sounds during the last 
trimester of gestation. Much of the uncertainty 
and controversy about the subject of innocent 
systolic murmurs may be dispelled when it is 
recognized that there are three clearly distinct 
types of innocent systolic murmurs. These may 
be classified as follows: 

Parasternal-Precordial. This murmur is vibra- 
tory in nature. At times, it has a groaning qual- 
ity. Its duration is brief. Its maximal intensity is 
in the third or fourth intercostal space and occa- 
sionally over the midprecordium. Rarely it is 
transmitted to the a»-illa, but the maximal inten- 
sity is always to the right of the midclavicular 
line. In the cases studied by Fogel, the murmur 
varied between grades 1 and 2 in intensity and 
exhibited marked variability with change of 
position and on follow-up examination. 

Pulmonic. The pulmonic murmur is a short 
blowing murmur with maximal intensity over the 
pulmonic region. It is often referred along the left 
sternal border toward the apex. Occasionally, it 
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also has a groaning quality. This murmur varied 
in intensity from grade 1 to grade 3 in this series 
of cases. Both the pulmonic and the parasternal- 
precordial murmurs were accentuated by exer- 
cise, varied with change of position and varied 
greatly on subsequent follow-up examinations. 

Cardiorespiratory. In two of Fogel’s cases, 
cardiorespiratory murmurs were observed. This 
murmur is a short, high-pitched squeal and is 
sharply located inside and below the apex. This 
murmur varies with respiration. 

In this series of cases parasternal-precordial 
murmurs accounted for 85 per cent of the inno- 
cent systolic murmurs. Pulmonic murmurs ac- 
counted for 14 per cent of the murmurs and 
cardiorespiratory murmurs were -found in less 
than 2 per cent. 

Fogel concludes that a patient may be dis- 
charged with the diagnosis of innocent systolic 
murmur using the following criteria: negative 
clinical history; typical characteristics of an in- 
nocent systolic murmur; normal cardiac size and 
contour by x-ray, and normal electrocardiogram. 
(American Heart Journal, 59:844, June, 1960.) 


FINAL DIAGNOSES 


Rheumatic fever or heart disease 


Congenital heart disease 


No cardiac disease or murmur 


Innocent murmur 


T T » T T 
| 10 20 30 40 50 60 

| Per cent of cases referred 

Incidence of innocent murmur and other final diagnoses 
among children referred for cardiac evaluation. 
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Serum Lipid Concentration 
and Coronary Artery Disease 


IN ORDER to determine the relationship between 
clinical coronary artery disease and serum choles- 
terol concentration, Groover, Jernigan and Mar- 
tin selected 177 cases of individuals having had 
six or more cholesterol determinations yearly for 
at least five years. The average for each indi- 
vidual was used to construct a frequency distri- 
bution curve. This frequency distribution illus- 
trates a point that is not generally discussed 
among investigators in the field. Namely, there is 
normally a 25 per cent variation above the aver- 
age in individuals who have no clinical evidence 
of heart disease. When evaluating the effects of 
treatment, one must have multiple observations 
over a period of several weeks before starting the 
treatment regimen. Then the change in serum 
cholesterol value must be a consistent one over a 
period of several weeks or months corresponding 
to the treatment period, and this should be repro- 
ducible before valid assumptions can be made. 

In 16 cases of myocardial infarction in this 
group of 177 individuals, a period of abnormal 
fluctuation preceded each attack. These varia- 
tions were usually above the five-year average. 
These variations in serum lipid concentration in 
the authors’ experience are of such serious con- 
sideration that patients are often hospitalized 
until the picture can be stabilized. Although 
fluctuations in serum cholesterol levels were fre- 
quent in the 177 individuals studied, the greatest 
variations in serum cholesterol were noted in the 
16 cases of clinical myocardial infarction. These 
variations in serum cholesterol seemed to be more 
closely related to clinically recognized coronary 
artery disease than the five-year average. 

To fit the situation of emotional stress, hyper- 
cholesterolemia and poststress fatigue in relation 
to myocardial infarction, the authors suggest the 
following: (1) development of atheromatous 
lesions secondary to transient hypercholesterol- 
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emia; (2) exhaustion of anti-inflammatory hor- 
mones of the adrenals during the period of emo- 
tional stress, and (3) foreign body reaction with 
swelling of the atheromatous lesion because of the 
depletion of circulating anti-inflammatory hor- 
mones. (Am. J. Med. Sci., 239:133, 1960.) 


Prevention of Staphylococcal Sepsis 


SIMPSON, Tozer and Gillespie showed that in- 
fants who became heavily colonized by Staphylo- 
coccus aureus within a day or two of birth sub- 
sequently developed septic lesions of the skin 
more often than other infants. These authors 
studied the results, both clinical and bacterio- 
logic, of applying hexachlorophene powder to the 
umbilicus and the front of the abdomen, trunk 
including the groins, perineum and axillas in the 
newborn infants. They determined that preven- 
tion of multiplication of the staphylococci on the 
infants is an effective way of reducing cross-in- 


fection and sepsis. 


Dusting with hexachlorophene powder proved 
very effective in this connection. The best results 
were obtained by starting the treatment before 
the infant entered the nursery. The reduction in 
staphylococcal infection among infants has been 
followed by a corresponding reduction among 
mothers. During this period there has been a 
remarkable reduction in the number of breast 
abscesses reported. 

No single precaution can prevent staphylococ- 
cal cross-infection. A high standard of nursing 
and an avoidance of overcrowding may, in prac- 
tice, keep the incidence of sepsis sufficiently low, 
but this will depend partly on factors outside the 
control of the nursing staff, such as the virulence 
of the staphylococci which become prevalent in 
the nurseries. If appreciable numbers of infants 
or mothers suffer from sepsis, the additional use 
of hexachlorophene dusting powder is a worth- 
while and easy precaution. (Brit. Med. J., 5169: 
315, 1960.) 
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Hemorrhagic Shock in Germ-Free Animals 


Many recent studies have linked bacterial endo- 
toxins with the appearance of irreversibility in 
hemorrhagic shock. It has been reported that 
pretreatment with antibiotics postpones the 
appearance of irreversibility during hypotension. 
The development and maintenance of germ-free 
laboratory rats provides the opportunity for 
clinical tests of the role of bacterial endotoxins 
in the induction of irreversible shock and of the 
nature of the protective effects of antibiotics. 
MeNulty and Linares subjected equal groups 
of germ-free and ordinary rats, both with and 
without pretreatment with antibiotics, to severe 
hemorrhagic hypotension. Fatal hemorrhagic 
shock was easily induced in all groups without 
apparent differences in susceptibility. The single 
survivor was not a germ-free rat. No evidence 
was found for protection against fatal outcome 
by either germ-free status or treatment with 
antibiotics. The gross pathologic changes seen 
at autopsy following death from shock were 
essentially similar in all groups. These authors 
conclude that bacteria and bacterial products are 
not essential for the development of irreversibility 
in hemorrhagic shock as it is customarily pro- 
duced in rats. (Am. J. Physiol., 198:141, 1960.) 


Radiation Nephritis 
MODERATE amounts of therapeutic x-rays have 
been known to cause severe damage to the kid- 
ney. Redd reviews the 63 case reports of radia- 
tion nephritis in the literature. The mechanism 
of the renal damage with its varying incidence of 
hypertension is not well understood. There have 
been cases with severe interstitial fibrosis with 
and without hypertension; on the other hand, 
severe hypertension has developed after x-ray 
therapy to the kidney areas which had progressed 
to a fatal outcome, and the kidneys appear 
essentially normal by microscopic observation at 
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autopsy. There is a 6- to 12-month latent period 
for the development of renal changes after x-ray 
therapy. With new methods of x-ray, it is impor- 
tant to determine renal function prior to x-ray 
treatment and to make an attempt to shield the 
kidneys where and when possible. Otherwise the 
treatment may be worse than the disease. (Am. 
J. Roentg., 83:88, 1960.) 


Stress Ulcers in the Stomach 


BRECKENRIDGE and associates report the occur- 
rence of acute peptic ulceration in six previously 
eupeptic patients. In the cases described, acute 
gastric ulceration followed cerebral hemorrhage 
in two, diffuse encephalomyelitis in one, fracture 
of a long bone in another and operation for 
carcinoma in two cases. All of the patients died, 
five with hemorrhage, and in all, post-mortem 
examination seemed to exclude pre-existing peptic 
ulceration satisfactorily. In most. cases the 
lesions were multiple, situated in the pyloric 
antrum near the lesser curvature, superficial, 
less than 1 cm. in diameter and showing no sign 
of an eroded artery. 

Though there is ample evidence to connect 
the neuroendocrine system of the body with the 
development of stress ulcer, the exact mode of 
production is unknown. Victims of stress are 
usually unable to buffer their gastric acid by 
food or drink, and this relative increase in acidity 
may contribute to the formation of ulcers. The 
authors suggest that it would seem a wise pre- 
caution to administer antacid therapy in cases 
of the type they describe. (Brit. M. J., Dec. 19, 
1959, p. 1362.) 
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Priapi 
Burt and his associates have offered a new con- 
cept of the etiology of priapism and report on the 
successful treatment of one patient based on this 
idea. 

During observation of a patient with priapism 
which was obviously not due to sickling of red 
blood cells, it was noted that the dorsal vein of 
the penis blood aspirated was bright red. The 
authors wondered if this priapism was due to an 
“excessive arterial inflow rather than obstruction 
to venous outflow.” 

To test this hypothesis, the right pudendal 
artery was ligated. Deturgescence of the penis 
was complete within 24 hours. Follow-up showed 
no loss of potency, a usual sequela of this. This 
report is based on one patient; however, it looks 
promising. Care must be taken not to disturb the 
nervis erigens during the ligation. (J. Urol., 
63:60, 1959.) 


Toxemia of Pregnancy 


ROVINSKY recently has discussed the manage- 
ment of the specific hypertensive disease of preg- 
nancy. The incidence of pre-eclampsia at the 
author’s hospital is 2.7 per cent of all pregnancies, 
and for eclampsia, 0.03 per cent. The therapeutic 
regimen used is essentially a conservative one. 
The toxemia clinic follows pre-eclamptic patients 
biweekly with low calorie diets, low salt diets and 
active treatment with diuretics at the first evi- 
dence of edema. Chlorothiazide in doses of 500 
mg. daily for four consecutive days is most com- 
monly used. Patients are encouraged to use citrus 
fruits and juices liberally. Intramuscular mer- 
curial diuretics are used only in patients who 
are refractory to oral medication. If an acute 
exacerbation of the clinical course occurs, such 
patients are hospitalized and are given heavy 
sedation including phenobarbital or morphine. 
Diuretics are used in the form of intramuscular 
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mercurial drugs. Magnesium sulfate, 10 Gm. in 
50 per cent solution is given parenterally as a load- 
ing dose and 5 Gm. thereafter every six hours with 
adequate precautions. Hypotensive agents are 
used only when hypertensive crises arise in the 
face of the regimen described above. Protovera- 
trine, 2 mg. in 200 cc. of 5 per cent dextrose solu- 
tion, may be used intravenously to bring the blood 
pressure down to 160/90, approximately. On 
occasion, hydralazine hydrochloride (Apreso- 
line®) and ecryptenamine (Unitensen®) have 
been used with good results. For patients ad- 
mitted with convulsions or coma, all of the afore- 
mentioned measures are employed and oxygen is 
administered by nasal catheter. After the clinical 
picture has been stabilized, a decision is made 
whether to empty the uterus. In some instances, 
the induction of labor by intravenous oxytocin 
(Pitocin®) infusion has been successful. The au- 
thors stress that ante-partum care with emphasis 
on the prevention of toxemia by means of weight 
restriction, low salt diet and diuresis still remains 
the best approach to the problem. (J. Mt. Sinai 
Hosp., 26:574, 1959.) 


Epididymitis 
MADSEN has noted a high incidence of white 
blood cells in the prostatic secretion (prostatitis) 
of patients with epididymitis, and has offered 
this as a possibly valuable sign in the differenti- 
ation between this disease and torsion of the 
testicle. 

As is commonly known, epididymitis is treated 
conservatively, while torsion of the testicle re- 
quires operative intervention. Frequently, the 
most expert clinician finds it difficult to decide 
whether or not to operate. The author presents 
six cases of torsion, five of which had a normal 
prostatic secretion. On the other hand, the author 
reports 50 patients with epididymitis, of which 49 
had prostatic secretions “loaded” with white 
blood cells. (J. Urol., 83:169, 1960.) 
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Transaminase Levels 


FRAGGE and his colleagues have analyzed the 
serum glutamic oxalacetic transaminase (SGO-T) 
levels in various types of cardiac failure in 48 
patients. The SGO-T level was found frequently 
elevated, often markedly, in patients with con- 
gestive failure. The highest SGO-T values were 
found in chronic lung disease with secondary 
right heart failure. Although it was difficult in 
some cases to exclude myocardial infarction 
entirely, there were several instances of elevated 
transaminase levels with acute pulmonary edema, 
without clinical or electrocardiographic evidence 
of acute myocardial infarction. (Annals of 
Internal Medicine, 52:1042-1050, May, 1960.) 


Hazards of Cardiac Catheterization 


BRAUDO and his colleagues of South Africa re- 
port their experiences with five patients with 
tetralogy of Fallot who showed severe reactions to 
cardiac catheterization. These reactions consisted 
mainly of an increase of severity of cyanosis or the 
first appearance of cyanosis, and loss of con- 
sciousness. 

In each case the pulmonary artery was entered. 
The spells occurred toward the end of the proce- 
dure, after the catheterization had been completed. 
The most severe cases were marked by deep 
cyanosis, tachycardia, hyperpnea, disappearance 
of murmurs, alterations in reflexes and deep coma. 
One attack was ended by intramuscular mor- 
phine sulfate but another required an emergency 
Taussig-Blalock procedure after eight hours of 
coma. 

_ The authors believe these episodes are due to 
increased right-to-left shunting, and are similar to 
the spontaneous episodes ofteri reported in pa- 
tients with tetralogy of Fallot. The authors sug- 
gest that increased infundibular obstruction—per- 
haps under the control of the autonomic nervous 
System—is the most likely mechanism. The in- 
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creased infundibular obstruction due to the pres- 
ence of the catheter is not the cause, since evidence 
of persistent infundibular obstruction is present 
several hours after removal of the catheter. 

The authors emphasize that there is no spe- 
cific therapy for such episodes. Of course, pa- 
tients learn to abort spontaneous attacks by 
adopting the squatting position. Taussig has 
recommended morphine. Intravenous procaine 
has had some success. (Am. Heart J., 59:10, 
1960.) 


Fractured Hips and Anticoagulants 


A DEADLY complication of incapacitation of the 
elderly is thromboembolism. Sevitt and Gallagher 
report a controlled clinical trial among elderly 
patients with fractured hips, of whom 150 were 
given phenindione and 150 were not (control 
series). The drug was given on admission and 
carried with good laboratory control and re- 
peated prothrombin times between two and 
three times normal, until full mobility was 
restored. The results (see the chart below) indi- 
cated that phenindioneeffectively prevents throm- 
bosis in veins and eliminates the risks of pulmon- 
ary embolism in patients under its influence— 
provided that it is given early, for a sufficient 
time and under laboratory control. (Lancet, 
2:981, 1959.) 
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Unsuspected Bronchogenic Carcinoma 


PATE, Campbell and Hughes report 32 cases of 
bronchogenic carcinoma treated for various dis- 
eases in which the correct diagnosis was never 
seriously considered before death. Thus, during 
the past ten years, the correct diagnosis had not 
been suspected in 5 per cent of the 650 cases of 
primary carcinoma of the lung treated by them. 

The presenting complaints of the patients with 
unsuspected lung cancer were extremely variable. 
This has been so impressive that bronchogenic 
carcinoma appears to have replaced syphilis as 
the great masquerader. Joint pain (48 per cent) 
was the most common single presenting com- 
plaint, usually involving the shoulder, low back 
or hip. Neurologic symptoms (coma, aphasia, 
hemiparesis, paraplegia) were present in 13 of the 
32 patients. Gastrointestinal symptoms were 
present in 11. Only two, both with dyspnea and 
fever, gave presenting complaints arising pri- 
marily from the respiratory system. Physical 
findings usually were not suggestive of pulmon- 
ary cancer. Some chest abnormality on physical 
examination was found in only eight. There were 
neurologic deficits in 13 patients. Slightly more 
than half of these were due to cord compression. 
Completely negative routine chest x-ray films 
were obtained from six patients. A soft infiltrate 
interpreted as tuberculosis or pneumonitis was a 
roentgenographic finding in 13, and five of these 
shadows cleared during hospitalization. Emphy- 
sema, usually bilateral with no apparent density, 
was found in five roentgenographic studies. Three 
patients had hilar prominence; two had well- 
defined cavities in the upper lobes, and two had 
atelectasis. Osteolytic lesions of the spine were 
demonstrated in eight. 

The most common clinical diagnosis was tuber- 
culosis, 15 of the patients having had either 
proved or suspected tuberculosis and ten having 
had positive sputum for acid-fast bacilli on the 
last hospital admission. From onset of symptoms 
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to death, 8.1 months elapsed as an average. Sev- 
enty-five per cent of these patients had either 
pulmonary tuberculosis or neurologic symptoms. 
Bronchogenic carcinoma is probably the most 
common primary site of metastatic brain lesions 
in males over 35 years of age. In a given case of 
brain tumor and pulmonary infiltrate, the 
chances are about even that bronchogenic car- 
cinoma is the correct diagnosis. 

Studies of these errors in diagnosis indicate 
that spinal or brain compression, joint pain and 
pulmonary tuberculosis should make one cog- 
nizant of the possibility of coexisting broncho- 
genic carcinoma, and that carefully repeated ex- 
aminations should be made in patients with these 
conditions to prove or disprove the presence of 
cancer. (Dis. Chest, 37:56, 1960.) 


Postherpetic Pain 


CRIKELAIR and Minervini have recently dis- 
cussed the distressing problem of severe pain 
following an acute episode of herpes zoster. The 
incidence of postherpetic neuralgia is reported to 
be about 10 per cent. There is a marked predilec- 
tion for patients in the middle-aged group. Many 
treatments in the past have been tried without 
conspicuous success. The syndrome may be 
sufficiently distressing to be a reason for suicide 
or to justify the performance of rhizotomies, 
sympathectomies and even lobotomies. None of 
these has proved a solution to the problem. 

Of the 28 patients reviewed by the present 
authors, there was a mean age of 68.9 years with a 
3:1 predominance of females. The time interval 
between the acute herpetic attack and admission 
to the hospital varied from nine weeks to nine 
years. In contrast to the figures on postherpetic 
neuralgia, there are analogous figures on herpes 
zoster in general. Here, the sex incidence is equal 
and the age of onset is divided throughout the 
entire period of life. Almost one-half of the cases 
occur before age 40. 
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Patients with suspected postherpetic pain 
may have other diseases and associated patho- 
logic problems. A history ard physical are 
mandatory as are x-rays of the spine. If the 
diagnosis of postherpetic pain is definitely estab- 
lished, the area of hyperesthesia must be out- 
lined carefully. This zone should then be infil- 
trated with procaine hydrochloride (Novocain®) 
intradermally. If there is relief of the superficial 
pains, surgical excision of the involved derma- 
tomas may be considered. Several years of follow- 
up have been found necessary in order to evalu- 
ate the results of this or any other therapy. 
Another form of treatment which may be con- 
sidered is surgical excision of the involved skin 
with subsequent skin grafting. In the present 
series of 15 patients with sufficient follow-up, 40 
per cent were classified as either cured or im- 
proved. (J. Chronic Dis., 11:69, 1960.) 


Indications for Exploration 
of the Common Duct 


THE DECISION to explore the common duct fol- 
lowing cholecystectomy may be a difficult one to 
make. While 20 per cent of patients with chole- 
lithiasis have associated common duct stones, the 
increased morbidity and possible mortality has to 
be considered. In an attempt to resolve this prob- 
lem, the authors present several criteria for com- 
mon duct exploration which they divide into ab- 
solute indications and relative indications. (1) 
Absolute Indications: palpable stones in the com- 
mon duct, jaundice, pancreatitis, x-ray evidence 
of common duct stones; (2) Relative Indications: 
dilated common duct, presence of stones in gall- 
bladder small enough to pass through the cystic 
duct, high epigastric or subxiphoid pain and as- 
piration of turbid bile from the common duct. 
In the series by Smith and Wilhelm, 68 per cent 
of the patients who met one or more criteria for 
absolute indications had positive findings on ex- 
ploration of the common duct, while only 32 per 
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cent in the relative indication group had stones. 
Epigastric pain or subxiphoid pain is the least re- 
liable indication and no exploration should be 
undertaken. When two or more relative indica- 
tions are present, however, the probability of 
finding stones in the common duct is higher. 
(Am. J. Surg., 98:606, 1959.) 


Hypertension and Atherosclerosis 


WHEN HYPERTENSION is limited to the pulmonary 
circulation, atherosclerosis develops in the pul- 
monary arteries but spares the systemic vessels. 
Freis argues from this experiment of nature that 
elevated blood pressure per se accelerates the — 
formation of atherosclerotic plaques. This is also 
shown in coarctation of the aorta where there is 
significantly more atherosclerosis above the 
coarctation, where the pressure is high, than 
below it in the region of normal blood pressure. 
The control of hypertension, now feasible with 
drug therapy, is an important preventive aspect 
of atherosclerosis. (American Journal of Public 
Health, 60:11-18, March, 1960, Part 2.) 
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Tips from 
Other Journals 


ECG During Left Heart Catheterization 


Many observations have been made of the ar- 
rhythmias precipitated by standard right heart 
catheterization. However, despite the fact that 
left heart catheterization is now a well-established 
technique, no systematic study has been made of 
the electrocardiographic changes occurring dur- 
ing this procedure. Feruglio and his colleagues 
have now performed such a study in 300 problem 
cases of valvular heart disease who underwent 
left heart catheterization by the right posterior 
transthoracic approach of Bjérk. The procedure 
was completed successfully in 281 of the cases 
(93.6 per cent) and there were no fatalities. 

The common electrocardiographic findings in 
these cases prior to the procedure were normal 
sinus rhythm (132), atrial fibrillation (160) and 
right, left or combined ventricular hypertrophy 
(254). 

During catheterization of the left heart, extra- 
systoles were the most common arrhythmia, oc- 
curring in 199 cases (63 per cent). They were 
atrial in 22 and ventricular in 177. The atrial 
extrasystoles were sporadic, and in 15 of the 22 
cases, occurred when the catheter tip was within 
the ventricle. In half of the cases of ventricular 
extrasystoles, they occurred in groups of three or 
more, constituting short bursts of ventricular 
tachycardia. 

Other arrhythmias encountered during this 
procedure included sinus tachycardia (12), parox- 
ysmal atrial tachycardia (four), paroxysmal atrial 
fibrillation (four), nodal rhythm (two), sinus 
bradycardia (four), sinus block with nodal es- 
capes (one) and complete atrioventricular block 
(one). Patients with established atrial fibrillation 
often developed rapid ventricular rates (28) or 
slowing (four). Four of these patients with atrial 
fibrillation and rapid ventricular rates developed 
pulmonary edema immediately after the proce- 
dure. Disturbances in atrioventricular conduc- 
tion were seen in three patients, and there were 
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several instances of minor changes in S-T seg- 
ments and T waves. In 12 patients, arrhythmias 
made reliable pressure tracings unobtainable. 
Finally, there were no _ electrocardiographic 
changes noted in 85 cases (28 per cent). 

The authors stress that in this series of 300 
consecutive left heart catheterizations there were 
no cases of ventricular tachycardia or fibrilla- 
tion, cardiac standstill or persistent, complete 
A-V block. This analysis and reports from other 
laboratories indicate that this technique of left 
heart catheterization precipitates arrhythmias 
less frequently than does standard right heart 
catheterization. (Am. Heart J., 59:238, 1960.) 


Adrenal Blood Flow in Hemorrhage 


SAPIRSTEIN and his colleagues have studied the 
effects of hemorrhage on the cardiac output and 
its distribution in the rat. Using radioisotope 
techniques, these authors were able to study the 
distribution of blood flow to various organs 
during varying degrees of hemorrhagic shock. It 
was found that the adrenal gland was the only 
organ other than the brain which preserves and 
may even improve its blood flow after a mild 
hemorrhage. Adrenal vascular resistance in such 
cases was reduced by one-third. In severe hemor- 
rhage the adrenal blood flow fraction was still 
well above normal, although its flow was reduced 
to less than one-third of the normal value. Even 
in severe hemorrhage, adrenal vascular resistance 
was low. 

Information on adrenal blood flow in hemor- 
rhage is sparse. Previous studies in dogs have 
indicated reductions in adrenal blood flow in 
hemorrhage. However, the normal values in such 
experiments were obtained in animals that had 
been subjected to surgical manipulation and 
general anesthesia. It is known that ACTH in- 
creases adrenal blood flow markedly and it has 
been presumed that ACTH is released in hemor- 
rhage. (Circulation Res., 8:135, 1960.) 
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Steroid Arthropathy 


RAPID DESTRUCTION of the femoral head with 
consequent disorganization of the hip joint 
rarely occurs in uncomplicated rheumatoid 
arthritis. Sweetnam and his colleagues observed 
four rheumatoid patients, all treated with 
corticosteroids, with destruction of the hip joint. 
The striking finding in all cases was the freedom 
from pain with the result that the destruction of 
the hip was far advanced before it was noted. 
The authors advised that all patients receiving 
corticosteroids should be carefully observed for 
this complication. (British Medical Journal, 
1:1892-1394, May 7, 1960.) 


Infant Mortality 


IN AN EDITORIAL, Greenberg stresses that the in- 
crease in man’s lifespan in this country has been 
due largely to the continued decrease in infant 
mortality. Yet his editorial is entitled, ““The Rise 
in Infant Mortality.” 

Pediatricians and public health workers have 
become seriously concerned because the down- 
ward trend in infant mortality apparently halted 
in 1956. The infant mortality rates per 1,000 live 
births for the years 1956, 1957 and 1958 are 
shown in the chart at the right. 

In previous years the mortality rates for in- 
fants had decreased more rapidly in the postneo- 
natal than in the neonatal period. In the ten years 
from 1949 to 1958, the mortality rate for infants 
under 28 days had decreased by 9 per cent, while 
for infants 28 days to 11 months it had decreased 
by 24 per cent. In the chart at the right it will be 
noted that the increase from 1956 to 1958 was 
greater in the postneonatal than in the neonatal 
period. 

Careful analysis of the causes of death does not 
explain with certainty the reasons for the in- 
creases in infant mortality. Among the many 
causes of death in infants, there has been a de- 
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cline in rates for all causes in the past ten years 
except for two. The rate for one of these, pneu- 
monia in the newborn, rose very slightly for 1957 
and 1958. The rate for the other, postnatal as- 
phyxia and atelectasis, has been gradually in- 
creasing in the past ten years. Declines in rates 
for gastrointestinal diseases, influenza and certain 
specific diseases of early infancy have ceased. 
Outbreaks of staphylococcal infections in nur- 
series of the newborn may have played a role in 
these trends in infant mortality. 

While the reasons for these alterations in mor- 
tality cannot be explained with certainty, analy- 
sis of the causes of death indicated where the con- 
centration of efforts should be placed to continue 
the reduction in infant mortality.. The figures for 
1959 are not yet available but Greenberg indi- 
cates that preliminary figures for the first ten 
months of that year denote a decline in infant 
mortality for the United States of 1.5 per cent 
since 1958. This suggests that more recent efforts 
such as organized infection committees in hospi- 
tals and improved housekeeping methods may 
have helped in halting the upward trend in infant 
mortality. (J. Pediat., 56:582, 1960.) 
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Tips from 
Other Journals 


Resection of Ventricular Aneurysm 


REpPoRTS of successful resection of ventricular 
aneurysms are becoming more frequent in the 
surgical literature. The present communication 
from Sullivan and his associates describes a 
44-year-old male in whom the diagnosis of 
aneurysm of the ventricle was made incidently 
during evaluation of the patient for hypertension. 
An electrocardiogram of this patient was diag- 
nostic of an old anterolateral infarct, while chest 
x-ray revealed a smooth, circumscribed shadow 
at the left cardiac border. Under the fluoroscope, 
this was seen to undergo paradoxical expansion 
with each ventricular systole. Lesions of this type 
are not rare, occurring in 10 to 15 per cent of 
patients sustaining myocardial infarction, and 
their prognosis is grave. 

For example, in one autopsy series of 102 pa- 
tients with postinfarctional aneurysm, 88 per 
cent had died within five years from the onset of 
the disease. Seventy per cent of these patients 
had developed congestive heart failure and in 48 
per cent this was the principal cause of death. 
Systemic embolism had occurred in 35 per cent of 
these patients and in 21 per cent this was the 
principal cause of death. Rupture of the aneurysm 
is, of course, an ever present danger. These con- 
siderations prompted exploration of the patient 
described. 

The aneurysm was approached through the 
fifth left interspace, and the pericardium, which 
was firmly adherent to the summit of the sac, 
was incised in circular fashion. A Satinsky clamp 
was placed across the sac close to its junction 
with healthy myocardium and a basting stitch 
was taken in the muscle 1.5 cm. below the clamp. 
Between this row and the clamp, a second row of 
interrupted silk mattress sutures was placed. 
The sac was then excised by dividing it below the 
clamp and the edges were oversewn. There was 
no bleeding and the ventricular rate and rhythm 
remained stable throughout the procedure. Upon 


138 


reacting from anesthesia, the patient exhibited a 
right hemiplegia for which an unrewarding ex- 
ploration of the left common and internal carotid 
arteries was performed. 

The authors conclude that although aneurys- 
mectomy is feasible with closed methods, the 
substantial risk of embolization makes open car- 
diotomy with cardiopulmonary by-pass the pro- 
cedure of choice in undertaking a resection of a 
ventricular aneurysm. (Ann. Surg., 151:22, 1960.) 


Digitalis Intoxication 

IN A BRIEF note, Stern reviews the problem of 
digitalis intoxication. Classically, the signs are 
malaise, nausea, vomiting, diarrhea, yellow vi- 
sion, heart block and ventricular arrhythmias. 
These symptoms still occur. However, there are 
other signs more difficult to recognize because 
they mimic the conditions for which the drug is 
given. For example, if heart failure becomes 
worse, it may be a sign of digitalis intoxication. 
Other signs may include sinus tachycardia, the 
combination of paroxysmal atrial tachycardia 
and first degree A-V block and other arrhyth- 
mias such as atrial flutter and fibrillation. 

Stern suggests that there is probably an actual 
increase in the occurrence of digitalis intoxication 
in recent years. In part, this is due to long-acting 
glycosides such as digitoxin that can eventually 
cause Overaccumulation in the body. Another 
cause is the increasing use of diuretics that pro- 
mote the loss of potassium. This is particularly 
true of the new effective oral agents such as 
chlorothiazide and its derivatives. In these cases, 
cardiac abnormalities usually appear before gas- 
trointestinal symptoms or without gastroin- 
testinal symptoms. 

Potassium is the treatment of choice for the 
syndrome of digitalis intoxication. Digitalis 
should be temporarily withdrawn also when it 
has been administered in overly large amounts. 
(Am. Heart J., 59:154, 1960.) 
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An Assembly Profile 


THE MORE INFORMATION the Headquarters staff 
has about Academy members, the better it can 
serve them. And in one area of operation, infor- 
mation on hand has been exceedingly sparse. 
We found we knew relatively little about the 
thousands of members who attend the Annual 
Scientific Assembly. 

Tocorrect this situation and facilitate planning 
future Assemblies, Windsor Associates, a New 
York research organization, was invited to sur- 
vey doctors attending the Philadelphia meeting 
last March. 

A booth was set up in the exhibition hall, where 
physicians could fill out a questionnaire. More 
than 1,500 of the 3,500 registered for the meeting 
participated in the survey. Although every re- 
spondent did not answer every question, in no 
instance did the total replies fall below 1,300, so 
the entire survey is safely within the limits of 
“sampling tolerance’”’ considered acceptable by 
market research authorities. 

The first question asked the doctor’s age and 
the combined answers clearly demonstrated that 
professional attendance at the Assembly includes 
virtually the whole span of the potential profes- 
sional years (Figure 1). Although no one age 
group was outstandingly predominant, the me- 
dian age fell between 43 and 44—a point in a 
man’s professional life when he is well established 
in practice but eager for new knowledge in the 
expectation of some 25 more years of active work. 
These are the years of professional maturity, with 
the date of “professional sterility” still years in 
the future. There were, however, mild “humps” 
on the age chart. These occurred in the mid- and 
late-30’s and again from mid-40 to mid-50. An- 
other interesting fact in the age bracket: Almost 
2 per cent of the respondents were over 65. 

Question 2 asked about previous Assembly at- 
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tendance. Of the 1,182 respondents, 449 were 
attending their first national Academy meeting. 
For 242, this was the second; 186 had gone to 
three and 141 were attending their fourth meet- 
ing. One hundred nineteen had been to five As- 
semblies; 104, six; 86, seven, and 28, eight. This 
was the ninth Assembly for 37, the tenth for 15 
and the 11th for 34 physicians. And 41 family 
doctors who filled out the questionnaire had at- 
tended every Assembly. 


Travel and Vacations 


How far did the doctors travel to reach the 
Assembly and how did they get there? Travel 
distances ranged from 0 to 3,000 miles (Figure 2). 
The greatest number traveled by car, but the 
airlines accounted for over half the total mileage. 
Railroad travel came last in both number of pas- 
sengers and miles traveled. Seven hundred sixty- 
one doctors drove a total 235,389 miles; 370 flew 
457,355 miles, and 234 rode on the train 156,837 
miles. 

As might be expected, most of the highway 
travel was from distances of ten to 600 or 700 
miles. However, 30 respondents indicated motor 
trips of 1,000 miles; five, 1,500 miles, and trips 
of both 2,000 and 3,000 were reported by four. 
Airlines chalked up 1,500-mile flights for 11; 
2,000 miles for 18; 2,500 miles for six, and 3,000 
or more miles for 33. 

About one-third, or 34 per cent, of those at- 
tending the Assembly planned to take off extra 
time for vacations after the meeting. Twenty- 
nine took only one day; 84 indicated two, and 
151 said they would take off three days. Four 
days was the choice for 63, and five days for 16. 
Eighty-two were vacationing for a week, 26 for 
ten days and 25 for two weeks. Seven indicated 
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they would be away from their practice three 
weeks and two would be gone a month. Four re- 
ported they would take more than a month, and 
50 didn’t know how long their vacation would 
last. 

Where did they plan to go on their vacation? 
The largest number (173) chose New York City, 
and 31 others planned to see New York on their 
way to other places. Sixty-one said they would 
remain in Philadelphia and 22 were going to visit 


AGE OF ATTENDING MEMBERS 


other points in Pennsylvania. The West Indies 
drew 41, Washington appealed to 25, Baltimore 
and other places in Maryland attracted ten, as did 
Virginia, the Carolinas, Boston and the New 
England states. Twenty were heading south— 
to Ft. Lauderdale, Miami or New Orleans. 
Other individual stopping points (a dozen or 
more) were scattered through the central section 
of the country—Louisville, Ky.; Elgin, Ill.; Day- 
ton, Ohio; Kalamazoo, Mich., etc. Seven were 


52 
534 


80 4 


Number attending 
FIGURE 1. 


140 


30 


40 50 60 


Volume XXII, Number 6 GP 


= 


Mi 
i 
Age 
31 
: 
57 
62 
66 
68 
69 
70 
71 
72 
73 
74 
75 
76 
7 
78 
79 


MILES TRAVELED TO ASSEMBLY 


450 


= 


Number traveling 20 30 40 50 


FIGURE 2. 


going to Europe. Nine hundred eighty were 
going straight home, and 32 didn’t answer the 
question. 

Fifty-eight per cent of the respondents brought 
their wives to the Philadelphia meeting, and of 
these, 89 per cent indicated that this was their 
usual procedure. Of the 42 per cent who came 
alone, 30 per cent said this solo traveling was 
usual, 33 per cent reported that their wives usu- 
ally did travel with them, and 37 per cent didn’t 
answer. Using these figures, it is safe to estimate 
that 65 out of every 100 physicians attending an 
Assembly will be accompanied by their wives. 
In any given year, this figure will obviously 
fluctuate in ratio to the degree of scenic, enter- 
tainment and shopping attractions. 

About 9 per cent of the respondents, or 133, 
were accompanied by children. The total number 
of children was 207 and although no record was 
made of their ages, it seems a reasonable assump- 
tion that most of them were in the preschool 
years. 


Expenditures 


The doctors were asked whether they (and/or 
their wives) found time for any shopping in the 
convention city. Of the 1,500 respondents, 743 
said “‘yes,’”’ 183 didn’t know and the balance said 
“no” or didn’t answer. If the physicians answered 
“yes,” they were asked to estimate the amount 
spent, and the total of the affirmative answers 
came to an impressive $100,522, with the largest 
numbers spending on the $50 and $100 levels. 
The range, however, was surprisingly wide—one 
physician reported a $2 purchase and two indi- 
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cated they would each leave $2,000 in Philadel- 
phia shops. One man who marked this question 
“don’t know” added “with a wife and three 
daughters, who could tell!” 

These reported shopping estimates averaged 
almost $110 per reporting physician, about 47 per 
cent of those participating in the survey. By an 
admittedly inexact projection, this would suggest 
that Academy members and their. families prob- 
ably purchased clothing, gifts and other mer- 
chandise in excess of $170,000 during their stay 
in the convention city. 

The family physicians were then asked about 
daily expenditures for housing, meals, entertain- 
ment, tips, etc. For the 1,175 respondents who 
made an estimate, the average was slightly over 
$46 per day, making a total average daily ex- 
penditure of $58,850. 

The daily living estimates ranged from $15 for 
91 of the respondents to $350 for five. The 
largest groups fell in the $35 and $50 levels (273 
and 295 doctors, respectively). There were 107 
who said they had no daily expenditures (pre- 
sumably local residents) and 248 respondents 
gave no answer. 

If one accepts the $46 per doctor as a realistic 
and reasonably conservative figure and subtracts 
the approximately 23 per cent of the total physi- 
cian registration who presumably incurred no 
expenses because of local residence, it is then 
possible to project a total daily living expense in 
excess of $125,000 for the entire out-of-town reg- 
istration. It seems a reasonable assumption that 
the total living costs for those who attended the 
1960 Assembly must have run substantially over 
the $500,000 mark. 
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FIGURE 3. 


However, spending by Academy members was 
not limited to hotels, restaurants and shops. Of 
the 1,275 respondents to the question on buying 
from exhibitors, 45 per cent (595) made pur- 
chases totaling $69,925 from technical exhibitors 
(Figure 3). The average reported expenditure 
was $117, the median in the neighborhood of 
$225. This would suggest that manufacturers of 
instruments and electronic equipment, medical 
book publishers and direct sellers of drugs left 
the four-day meeting richer by something over 
$145,000. 

The final question dealt with the physician’s 
year-round convention schedule (not counting 


hospital staff or county society meetings). Of the 
1,455 who responded, 186 do not attend any other 
convention in addition to the Assembly; 493 go 
to one additional meeting; 475 to two; 183 to 
three; 50 to four; 31 to five; 5 to six; 11 to seven; 
13 to nine; six to 11, and two to 14. Total time 
away from practice for convention attendance 
reaches highs of ten days (220 physicians), 12 
days (332 physicians) and three weeks (200 physi- 
cians). One doctor indicated a total of 114 days, 
an average of one day out of every three! The 
median amount of convention time for the 1,455 
reporting physicians is slightly over 14 days a 
year. 


Hospitalization of the Aged 


MORE OLDER PERSONS are hospitalized for nonsurgical than for surgical conditions, a 
recent Metropolitan Life Insurance Company study indicates. 

Using active, retired and permanently disabled personnel of the company for the 
study, investigators found that the annual incidence of hospitalization for nonsurgical 
conditions increased among men from 87 per 1,000, at age 60 to 74, to 106 per 1,000 at 
75 and over. For surgical conditions, the increase was from about 70 per 1,000 in the 
lower age group to 80 per 1,000 in the higher age group. 

For women, admission rates rose in the same age groups from 28 to 80 per 1,000 for 
nonsurgical and from 45 to 57 for surgical. 

Abdominal surgery ranked first among both men and women from 60 to 74. Over 
74, urologic operations took precedence for men and reduction of fractures (par- 
ticularly of the hip and pelvis) topped the list among women. 
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“THE GENERAL PRACTITIONER 


AND THE Law” 


Negligence and Malpractice 
HOWARD NEWCOMB MORSE, LL.B. 


In this series, a well-known legal author 
discusses some landmark cases 

in the continuing development of the law 
as it pertains to the tort liability 

of physicians. 


Liability for Nurse’s Negligence 


A physician and surgeon, under evidence disclosing 
that he supervised placing the patient in bed after an 
operation, is liable for a nurse’s negligence resulting 
in the patient being burned by a hot-water bottle. 


Mrs. A. L. Potter, a graduate nurse, owned 
and operated the Home Hospital in Coeur 
d’Alene, Ida. The hospital was small, and Mrs. 
Potter was in charge of nursing. Dr. H. J. Sturges 
was a Coeur d’Alene physician and surgeon. 

Following an understanding with Turner Davis 
and his wife, Ruby, Dr. Sturges performed a 
major operation upon Mrs. Davis, who was 
thought to be pregnant at the time. Dr. Sturges 
informed Mr. Davis that it would be necessary to 
have a special nurse for two or three days after 
the operation and told Mrs. Potter to call Mrs. 
Anna R. Tanner, a practical nurse who had some 
hospital training but was not a trained graduate 
nurse. She had served in a similar capacity in 
other cases handled by Dr. Sturges. Mrs. Tanner 
came to the hospital before the operation was 
completed, found the room assigned to Mrs. 
Davis and proceeded to warm the bed with three 
rubber hot-water bottles. 
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After the operation, the patient, still under the 
influence of the anesthetic, was wheeled to her 
room, accompanied by Dr. Sturges, Dr. Dwyer 
(who assisted in the operation), Mrs. Potter and 
Mrs. King, Dr. Sturges’ office assistant who had 
administered the anesthetic. Dr. Sturges helped 
lift the patient off the table and into the bed. Dr. 
Dwyer and Mrs. King then wheeled the table 
back to the operating room and did not return to 
the patient’s room. 

Mrs. O’Donnell, Mrs. Davis’s aunt, was per- 
mitted to stay in the operating room during the 
operation but was not immediately admitted to 
the patient’s room. She and Mr. Davis remained 
in the hall for ten minutes before Dr. Dwyer and 
Mrs. King came out. The door to the room was 
closed. Mrs. Potter and Dr. Sturges then came 
out into the hall and Mrs. Potter told the two 
relatives they might enter the room in a few 
minutes. 

When they went into the room, they found the 
patient, still anesthetized, covered up in bed. 
Mrs. Tanner, the special nurse, was sitting on the 
edge of the bed. After about 20 minutes, Mrs. 
Davis seemed to be coming from under the in- 
fluence of the anesthetic and complained of being 
burned. The nurse said, in effect, that Mrs. Davis 
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imagined this and was probably still semicon- 
scious. The nurse left the room in a few minutes, 
and Mrs. Davis again complained of being 
burned. 

Finally, a hot-water bottle fell to the floor. 
Mrs. O’Donnell examined her niece and found a 
burn on her right leg, above the knee toward the 
front, approximately 914 in. x 614 in. When Mrs. 
Tanner returned, she was informed of the burn. 
She promptly notified Mrs. Potter, who told her 
to advise Dr. Sturges. 

Mr. and Mrs. Davis brought an action against 
Dr. Sturges for damages for personal injuries in 
the District Court of Kootenai County, Ida. A 
jury returned a verdict for the Davises, awarding 
them damages in the amount of $5,000, and the 
court entered judgment accordingly. Dr. Sturges 
appealed. 

The Supreme Court of Idaho affirmed the de- 
cision of the court below. The Supreme Court 
found the evidence tended to show that Dr. 
Sturges, after the operation, assumed the duty of 
conveying the patient from the operating room 
and placing her safely in bed and actually 
supervised, directed and controlled the pro- 
cedure. The court held that Dr. Sturges, under 
the evidence disclosing that he supervised the 
placing of the patient in bed after the operation, 
was liable for the nurse’s negligence. 


(The preceding case was heard in the Supreme Court of 
Idaho, case number 2 P. 2d 318.) 


Unnecessary Operation 


Evidence authorized a finding that the physician 
and surgeon was negligent in resorting to an open 
operation on the fractured leg of the patient without 
first exhausting such well-known methods as 
manipulation, traction and extension processes. 


On November 27, 17-year-old Elsie Prather 


was in an automobile accident and sustained a 
fracture of the right femur (at about the middle 
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As the physician had actually supervised and assisted in 
placing the patient in bed after the operation, he was held 
responsible for the nurse’s negligence. 


third), and several minor injuries to the right leg. 
These included a cut about 5 in. long across the 
shin bone, some abrasions just above and around 
the lower portion of the knee and some bruises, 
scratches and abrasions on the lower leg. 

Following the accident, Miss Prather was 
taken to the Spokane (Wash.) Emergency Hos- 
pital and given first aid treatment by the physi- 
cian in charge. Dr. G. A. Downs was called in. He 
took charge of the case and, with the hospital 
intern’s assistance, sutured the wound on the 
right shin and dressed it. At that time, there was 
some swelling at the seat of the fracture but no 
discoloration. About midnight, the patient was 
removed to Sacred Heart Hospital. 

About 8:30 the next morning, Dr. Downs and 
his associate, Dr. R. N. Hamblen, examined the 
patient. Dr. Downs made no attempt to set the 
broken ends of the fractured bone by placing 
them in apposition or alignment or by manipula- 
tion, traction or any extension processes. 

Dr. Downs’s explanation for his failure to adopt 
or apply any of these methods was the lack of 
circulation which he claimed indicated an arterial 
rupture, necessitating an immediate operation. 
The physician decided on an open operation at 
the point of the fracture. This was performed at 
11 o’clock the same morning and both Dr. Downs 
and Dr. Hamblen participated. 
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After Dr. Downs made the incision, he found a 
severed artery (the profunda), which they ligated 
and, while the wound was open, he fastened the 
broken ends together with metal bands. Im- 
mediately after the operation, the patient was 
placed in a cast which extended from just below 
her breast to the base of her toes on the right leg 
and to just above the knee on the left leg. No 
windows were left in the cast over either the 
operative wound or the shin wound. 

Infection developed soon afterward, but no 
opening was made in the cast until December 5 
when a window was cut over the portion of the 
cast covering the operative wound and a large 
quantity of pus was taken from it. Infection 
continued to develop. On January 24, Dr. Downs 
opened the wound and removed the metal bands. 
The infection in the lower limb became virulent 
and numerous abscesses formed so that it was 
necessary to amputate the lower limb to save the 
patient’s life. Dr. Downs was subsequently dis- 
charged from the case and another doctor 
amputated the right lower leg in May. 

At the time the metal bands were removed 
(January 24), Dr. Downs, deeming it unneces- 
sary, took no precaution to prevent the ends of 
the broken bone from slipping and overlapping. 
One of the ends of the bone protruded through 
the muscles to the skin at a 45-degree angle, and 
this condition necessitated still another opera- 
tion, performed in October by the same physician 
who had done the amputation. 

Miss Prather filed an action for malpractice 
against Dr. Downs in the Superior Court of 
Spokane County, Wash. She contended that Dr. 
Downs was careless and negligent in performing 
the operation in that he unnecessarily made an 
Open operation by an incision some 10 in. long 
down to and around the broken bone and joined 
the broken ends together by means of metal 
bands, without first having made any attempt to 
use any of the well-recognized, approved methods 
of manipulation, traction or extension. 
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Dr. Downs, his assistant and one nurse testi- 
fied that on the morning and forenoon of Novem- 
ber 28, prior to and at the time of the operation, 
the patient’s circulatory system had been im- 
paired. Dr. Downs maintained that the profunda 
artery was cut or severed and that the open 
operation was necessary in order to repair it. 

Four witnesses testified, on the patient’s be- 
half, that the circulatory system was not inter- 
fered with, that no arteries were ruptured or 
torn and that, therefore, there was no occasion to 
resort to an open operation. The hospital record, 
which Dr. Downs had written, contained no 
mention of an arterial hemorrhage. The pre- 
operative diagnosis merely contained the state- 
ment: “Spiral fracture right femur, fracture right 
fibula.” ; 

A jury returned a verdict for Miss Prather and 
the court entered judgment accordingly. Dr. 
Downs appealed. 

The Supreme Court of Washington sustained 
the decision of the lower court. The court de- 
clared: “In the present case there was ample 
evidence to warrant the jury in finding the 
appellant (Dr. Downs) guilty of negligence in 
resorting to an open operation for the purpose of 
effecting a union of the fractured bone without 
first exhausting such well-known and universally 
proven methods as manipulation, traction and 
extension processes.” 

(The preceding case was heard in the Supreme Court of 
Washington, case number 2 P. 2d 709.) 


Negligence for Defective Instrument 

A physician and surgeon is responsible for a hos- 
pital attendant’s negligence in furnishing a defec- 
tive instrument used in performing an operation. 


J. D. Tennant suffered from diseased tonsils 
and went to Dr. John F. Barton, a physician and 
surgeon, for treatment. Dr. Barton’s assistant, 
Dr. Bellas, examined him, found his tonsils in 
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bad condition and gave him local treatments for 
a time. The doctors then told Mr. Tennant that 
the tonsils would have to be removed for a perma- 
nent cure. He consented to an operation and was 
taken to a hospital where Dr. Bellas performed 
the operation. 

In administering the anesthetic (novocaine), 
Dr. Bellas made a number of injections. When he 
had finished, he laid the needle on a tray contain- 
ing his operating tools. In doing so, he noticed 
that the needle had broken at a place some % in. 
back from the point. A search was made for the 
broken part, but it was not found. Dr. Bellas re- 
moved the tonsils, then another fruitless search 
was made for the needle point. 

For a time after the operation, the patient 
could not open his mouth to take food except in 
liquid form. The doctors seemed puzzled about 
the cause of such unusual trouble and had an x- 
ray made of the throat. The x-ray showed the 
broken point of the needle embedded about 1 in. 
beneath the surface of the membrane. 

The patient was informed of the finding, and 
the question of removal of the point arose. The 
doctors advised against it, saying it would be a 
serious operation and that the embedded needle 
would not, in all likelihood, give him any trouble. 
The patient followed the doctors’ advice for the 
time being, but, as his throat continued to give 
him pain, went to them for further advice. At 
that time, a second x-ray was taken of the throat, 
apparently to ascertain whether the needle point 
had changed position. The x-ray revealed no 
perceptible movement of the needle, and the 
doctors once more advised against removal. They 
did tell Mr. Tennant that if he insisted, they 
would remove it. He said he wanted it removed 
and the question came up as to whether he 
should pay for the operation or whether the 
doctors should. They could not agree on this 
matter, and the two parties had no further 
dealings. 

The instrument used for injecting the novo- 
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Although the surgical nurse sterilized and attached the needle 
to the syringe, there was no evidence that she examined or 
tested it for defects. The court held that the physician was 
responsible for her negligence. 


caine was the property of the hospital. It was 
prepared for use by the surgical nurse who, prior 
to its use, had sterilized the instrument, placed 
novocaine in the syringe, attached the needle to 
it and tested it to find out if the anesthetic would 
flow through the needle. She then had placed it 
on the tray containing the other surgical instru- 
ments which the doctor would use. 

The nurse stated that the instrument was in 
proper condition for use. Dr. Bellas himself did 
not examine it further than to look at it when he 
first picked it up from the tray. No one seemed to 
know whether this particular needle point had 
been used prior to the Tennant operation or how 
many times it may have been used (if at all) or 
whether it was sharp or dull. The hospital super- 
intendent said it was one of three that had been 
purchased some three months before. It was 
made by a reputable manufacturer and was of a 
character and kind commonly used by surgeons 
for similar operations. 

There was no evidence that the breaking was 
due to any fault of Dr. Bellas. In the preparation 
for the operation and during its performance, he 
submitted himself wholly to the directions of Dr. 
Barton, and no act on his part, either voluntary 
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or involuntary, was shown to have contributed 
to the accident. 

Tennant instituted an action in the Superior 
Court of Cowlitz County, Wash., against Dr. 
Barton to recover for the injury suffered. A jury 
returned a verdict for Tennant, awarding him 
damages in the sum of $8,200. The court reduced 
this amount to $5,200 and entered judgment 
accordingly. Dr. Barton appealed. 

The Supreme Court of Washington sustained 
the decision of the trial court. The court stated: 
“The instrument used was neither examined for 
patent defects nor tested for latent ones . . . the 
surgical nurse who selected the needle properly 
sterilized it and properly attached it to the 
syringe, but there is no evidence which would 
have warranted the finding that she examined or 
tested it for defects. The evidence is undisputed 
that the operating surgeon gave it no examina- 


tion at all. He accepted it as a fit instrument 
merely from the fact that it was furnished to him 
for use by the hospital attendants. We cannot 
follow the argument made in this connection that 
the surgeon is not responsible for the negligence 
of the hospital attendants. It is possible that, for 
the negligent performance of such attentions or 
services to the injured person as the surgeon is not 
expected or required to furnish, he would not be 
responsible, but manifestly he must be for instru- 
ments of this sort. They are the instruments 
which he must himself furnish, and, as between 
himself and his patient, he is responsible for their 
condition; and this is so whether he furnishes 
them from his own case of surgical instruments 
or obtains them from another.” 


(The preceding case was heard in the Supreme Court of 
Washington, case number 2 P. 2d 735.) 


THE STORY BEHIND THE WORD... 


Epilepsy 


GP December 1960 


CONVULSIVE DISEASES have been known since antiquity, and the disease “‘epilepsy”’ 
bore many different names throughout the ages. It was superstitiously believed that 
the disease was a punishment for offending the gods and that it was especially visited 
upon those who sinned against the moon. The Greek word “‘epilepsia’’ meant a 
seizure and is derived from the Greek words ‘‘epi,”” or upon, and “‘lambaneia,” mean- 
ing to take or seize. Thus the term literally means that the victim was “‘seized up- 
on or taken” by the gods. The disease was also called the “falling sickness” and 
Hippocrates in 400 B.C. wrote of epilepsy in a separate book entitled the Sacred 


Disease. 


THE TERM ANEMIA is an ancient one and can be found in the Corpus Hippocraticum. 
It literally means without blood and is derived from the Greek ‘‘a,”’ or without, and 
“haima,”’ or blood. Sporadic descriptions of specific types of anemias, notably post- 
malarial, posthemorrhagic and the hypochromic type, known as chlorosis, can be 
found as far back as the 16th Century. James S. Combe, an Edinburgh physican, 
gave an interesting account of a case of anemia in 1824 and was one of the first to 
use the term anemia in English. Gabriel Andral, a French physician, who was the 
editor of Laennec’s works and a vigorous opponent of bloodletting, laid much of 


the foundation of our modern concepts of anemia in 18438. 
—The Story Behind the Word, by Harry Wain, M.D. 
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Hospital Staff 
Appointments, 


Privileges 
and Responsibility 


COMMISSION ON HOSPITALS 


ARE NEW PHYSICIANS entering specialty practice 
because they believe that hospitals are restricting 
staff appointments and, more important, privi- 
leges to perform procedures to certified spe- 
cialists? Certainly, a new physician who takes in- 
tern or residency training in a hospital operated 
by, or associated with, a medical school will be 
justified in arriving at an affirmative answer to 
the question. There are, however, many thou- 
sands of church-owned or other nonprofit com- 
munity hospitals in which the medical staff is not 
restricted to specialists with medical school 
teaching appointments. More than one-half of all 
physicians receive their graduate training in these 
private, nonaffiliated hospitals. Under the ex- 
pansion of the original Hill-Burton bill, many 
more nonprofit community hospitals are being 
built. The majority of future young physicians 
will be obtaining their graduate training in these 
nonaffiliated hospitals and therefore will not be 
influenced by the restrictive policies in force in 
medical school hospitals. 

There is also an apparent need and demand for 
more physicians in almost all fields. Measured by 
the requests received by national medical or- 
ganizations’ and state medical societies’ phy- 
sicians placement services, there is a very great 
demand for general practitioners. The public has 
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demonstrated its real interest in seeking new doc- 
tors for the community through voluntary con- 
tribution or through taxation to construct and 
support hospitals. The people understand that 
doctors want and must have modern hospital 
facilities to provide complete medical services. 
The people responsible for building and operating 
hospitals also want their hospital to be accredited. 
Therefore, the policies of the hospital accrediting 
agency are of first importance in staff appoint- 
ments and privileges. 

The Joint Commission on Accreditation of 
Hospitals has outlined standards under which a 
hospital may be accredited. These requirements 
include standards on the medical staff organiza- 
tion and operation, but the standards specifically 
state that under no circumstances should the ac- 
cordance of staff membership or professional 
privileges in the hospital be dependent solely on 
certification, fellowship or membership in a spe- 
cialty body or society. 

There are, however, frequent complaints from 
general practitioners that the hospital’s staff by- 
laws are being revised to limit staff membership or 
professional privileges in the hospital to certified 
specialists. It is usually stated or implied that 
this action is necessary to obtain or maintain ac- 
creditation. The August 1960 Bulletin of the 
Joint Commission on Accreditation of Hospitals 
contained the following restatement of its re- 
quirements relative to the medical staff. 


Responsibility 

“Only physicians are capable of judging what 
is or what is not good medical practice. Patients 
and hospital personnel may learn to recognize 
good practice, but only the physician can ac- 
curately evaluate its quality. 

“The opinions of individual physicians vary 
and rightly so. For that reason, the commission 
places heavy emphasis on group participation in 
evaluating clinical practice. It is the responsi- 
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bility of the entire active medical staff to ana- 
lyze, review and evaluate the clinical practice in 
the hospital and to insist on high standards of 
performance from each of its members. 

“This responsibility is not easily discharged. 
It requires hours of work which the busy phy- 
sician can ill afford to spend and which is usually 
done at the expense of his personal pleasures. It 
requires an objectivity which is perhaps even 
more difficult to achieve. To judge the work of a 
colleague on a fair, unbiased, impartial level calls 
for the intelligence and wisdom of a Solomon. 
That this is so well done in thousands of hospitals 
can be attributed to the integrity, effort and per- 
sistence of each member of the medical staff.” 


Essentials 


“In order to evaluate clinical practice, the fol- 
lowing are essential: 

“1. Reliable Medical Records. There must be 
evidence on the medical record that the diagnosis 
was made on the basis of information given by 
the patient in the history, a careful physical ex- 
amination and a scientific interpretation of the 
findings. There must be sufficient data recorded 
to justify the physician’s treatment of the pa- 
tient and the results. For the sake of both the 
group whose responsibility it is to review the 
record and the physician whose performance is 
being evaluated, a good medical record is in- 
dispensable. 

“2. Reliable Reports of Diagnostic Tests. The 
physician must rely on the accuracy of reports on 
laboratory and diagnostic tests. The medical 
staff cannot supervise all these areas, but it has 
a responsibility to make certain that there is 
supervision. This is done by recommending the 
appointment of qualified individuals to head 
these departments and to designate those on the 
staff qualified to interpret electrocardiograms, 
X-rays and other diagnostic tests. If laboratory 
work is done outside the hospital, it must be 
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made certain that these laboratories are govern- 
ment-approved, licensed and under the direct 
supervision of a pathologist. 

“3. An Organized Medical Staff. To insure a 
continual orderly process of evaluating clinical 
practice, the medical staff must be formally or- 
ganized. This provides a framework in which the 
duties and functions of the staff can be carried 
out. The medical staff may decide to delegate the 
responsibility of clinical review to committees, to 
clinical departments or to the staff as a whole. 
Only the individual medical staff can determine 
the method which will be most effective in the 
local situation. 

“4. A Competent Medical Staff. Though listed 
fourth, the most important factor in evaluating 
clinical practice is a competent medical staff. 
The quality of medical care in the hospital is in 
direct ratio to the knowledge, experience and 
ability of the members of the medical staff. The 
judgment necessary to evaluate clinical practice 
depends entirely on the ability of those who are 
doing the evaluating. 

“This makes the appointments to the staff and 
the delineation of privileges so important. To do 
this fairly and objectively, the medical staff 
should set up a system to evaluate each applicant 
and determine his hospital privileges on the basis 
of professional competence. Individual character, 
training, experience and ability should be the 
criteria for selection. Under no circumstances 
should the accordance of staff membership or 
professional privileges in the hospital be depend- 
ent solely upon certification, fellowship or mem- 
bership in a specialty body or society. Neither 
should appointments be denied on the basis of 
hospital bed capacity or selfish competitive mo- 
tives on the part of the staff. 

“Although the primary purpose of clinical 
review is to achieve and maintain high standards 
of patient care, the process also serves as a means 
of evaluating the performance of individual staff 
members. The judgment, ability and competence 
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Hospital Staff 
Appointments, Privileges 


and Responsibility 


of a staff member can be assessed by his methods 
of diagnosis, his skill in treatment and his ability 
to recognize situations which call for consulta- 
tion. These facts should influence the decision to 
extend or limit his hospital privileges. Each 
member of the staff should be given the oppor- 
tunity to realize his full capabilities, and, at the 
same time, safeguards must be established to 
protect patients. By good clinical review both 
patient and staff member profit. 

“In accrediting a hospital, the commission 
places great emphasis on the extent and care 
with which the medical staff reviews and eval- 
uates clinical practice. Since good medical rec- 
ords, reliable diagnostic services and a com- 
petent, well-organized staff are essential for good 


clinical review, these factors are closely surveyed. 
To be accredited, there must be evidence that the 
hospital medical staff is living up to its important 
responsibilities.” 

The Commission on Hospitals of the American 
Academy of General Practice believes it is vital 
to the advancement of general practice that Acad- 
emy members become familiar with the official 
requirements for hospital accreditation. The com- 
mission is convinced that group participation in 
medical staff activities is of prime importance and 
that every qualified general practitioner should 
have an opportunity to practice in a hospital. 
The extent of professional privileges is a matter 
to be determined by the individual hospital staff 
following the essentials outlined. 


WHAT OTHERS ARE SAYING... 


Public 


“The trend toward total socialization of medicine may be stopped if the individual 
physician, instead of merely being appalled by what is said and written about his pro- 


Relations fession and critical of his organization’s public relations program for allowing such 
- things to be said and written, would look into himself, re-evaluate his own economic, 
Beg 1N _ civil, moral and ethical values and become his own public relations agent. What repu- 
tation the medical profession enjoys, or does not enjoy, rests with him. . . 
at Home 


“The physician who complains public relations programs ‘aren’t doing the job’ for 
him and organized medicine should submit himself to an objective self-examination. 

‘How actively and loyally does he support and participate in the organizations rep- 
resenting him on a national, state and local level? Can his organization’s public re- 
lations be improved without his personal participation? Does he help organized medi- 
cine by standing on the side lines offering nothing but criticism? 

“How active has he been in his community and civic life? Aloofness and lack of in- 
terest in civic affairs cannot be offset by television programs on the virtues of the 
family physician and the value of the specialist. 

‘What are his relations with his fellow physicians? Public relations programs cannot 
wash interprofessional linen. 

“What are his professional and personal relations with his patients, from whom all 
opinions originate and flow? Impersonal care and consideration, unjustified high fees 
and bad manners breed discontent and contempt. 

“Public relations, like charity, begin at home.” 

—The New England Journal of Medicine, Sept. 8, 1960. 
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Physiology of Prematurity. 
Edited by Jonathan T. Lanman, M.D. Pp. 145. Price, $3. 
Josiah Macy, Jr. Foundation, New York, 1959. 


Tuts 145-page discussion on the physiology of pre- 
maturity is perhaps the most difficult reading I have 
ever encountered. 

The book is a transcript, with graphs and formu- 
las, of the Third Conference on the Physiology of 
Prematurity, held under a grant from the Josiah 
Macy, Jr. Foundation. Participants were pediatri- 
cians, physiologists, biochemists, organic chemists, 
obstetricians and pathologists. The text is interesting 
chiefly because of the tremendous amount of re- 
search, tenacity and honesty exhibited by the partici- 
pants. The material has little practical value to the 
general practitioner. 

Theories are presented and torn to pieces, with cer- 
tain parts preserved for future research. No conclu- 
sions are reached. Perhaps several quotations will 
help to show why: “‘We talked about kernicterus and 
nothing new came out of our discussion.’”—“They 
(the findings) suggest that we shall not understand 
prematuritis until we have worked out the normal 
newborn pattern.”—‘‘At the same time no simple 
process of adding up enzyme systems is likely to de- 
scribe the condition of the newborn. There is a bio- 
logical component, as well as a chemical com- 
ponent.”’ 

Perhaps we could sum up the book by simply stat- 
ing, “These are proceedings—not conclusions.” It of- 
fers, however, an exercise in clear, scientific thinking 
and in the logical course necessary to arrive at ulti- 
mate answers. From this standpoint, we general 
practitioners can learn much. 

— ROBERT M. MYERS, M.D. 


Diseases of Medical Progress. 
By Robert H. Moser, M.D. Pp. 131. Price, $4.75. Charles 
C Thomas, Springfield, Ill., 1959. 
WITHIN RECENT YEARS scientific research has made 
remarkable progress in medical and surgical techni- 
ques and in the field of pharmacology and therapeu- 
tics. Concurrently, a parallel potential has been 
created for unfavorable, debilitating and even fatal 
side effects by unwise and ill-informed use of new 
agents and techniques. We now recognize a group of 
disease processes resulting from well-conceived ther- 
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apy. These we classify as iatrogenic disorders, or 
“diseases of medical progress.”’ 

This monograph devotes 54 pages to a concise 
presentation of known entities within this category. 
The approach is systematic and the material easy to 
read and assimilate. There are no illustrations, charts 
or statistics. 

Much emphasis and many pages are devoted to 
bibliography, which is one of the major contributions 
of the book. The text alludes only briefly to the dis- 
orders. The bibliography affords access to more thor- 
ough understanding. The index is an aid to quick 
location of specific information. 

Eager reports of researchers, together with enthu- 
siastic claims of pharmaceutical manufacturers, ade- 
quately inform doctors of the new products’ poten- 
tials for good. It is imperative that doctors be fully 
informed of the potentials for harm. Diseases of 
Medical Progress supplies concise information that 
will enable physicians “‘at least to do no harm.” 

I recommend that all practicing and prescribing 
physicians make use of this monograph. 

—Amos N. JOHNSON, M.D. 


Instructional Course Lectures fer 1959. American Academy 
of Orthopaedic Surgeons. 

Edited by Fred C. Reynolds, M.D. Pp. 335. Price, $16. 

C. V. Mosby Company, St. Louis, 1959. 

THE FIRST INSTRUCTIONAL course program of the 
American Academy of Orthopaedic Surgeons was 
held in 1943 and included 11 major subjects with 50 
instructors. Papers selected from this program be- 
came the initial volume of the textbook series. 

The 1959 program, the sixteenth consecutive one, 
consisted of 124 courses presented by 181 instructors 
and was attended by some 1,700 physicians. From 
this program, material for the sixteenth volume was 
chosen. 

The volume is divided into seven sections. Sub- 
jects covered are athletic injuries, the hand, the 
foot, the knee, the spine, unequal extremities, osteo- 
myelitis and electromyography in orthopedic surgery 
and fractures. The publication is not intended to be 
all-inclusive. However, each paper completely covers 
one phase of its subject. 

The section on athletic injuries—with opening and 
closing remarks by the famed orthopedic surgeon, 
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2 useful new books 


Marble—The Hand 
A Manual and Atlas for the General Surgeon 


Here is a volume aimed at the needs of the 
men who see hand injuries first—the general 
practitioner, general surgeon and _ industrial 
physician. 


Outstanding full page plates and explicit text 
give instant help in treating every type of hand 
injury—from lacerations and puncture wounds 
to fractures and crushing injuries. Dr. Marble 
vividly describes and illustrates the anatomical 
structure of the hand, wrist and forearm. He 
then discusses applied physiology, history taking 


and examination. Extensive coverage is given 


to closed injuries such as contusions, swellings, 
avulsion of tendons, burns, sprains, frostbite, 
fractures and dislocations. Open injuries and 
their effective management are then delineated. 
Full page plates illustrate methods of tendon 
advancement; repair of long flexor of thumb; 
repair of lacerated nerve; skin-grafts; repair 
of traumatic amputation of finge. ; etc. Separate 
chapters cover: splints and splinting; infections 
of the hand; tumors of the hand. 


By Henry C. Marste, M.D., F.A.C.S., Consulting Surgeon to the Massa- 
h General Hospital. 207 pages, 634" x 9%”, illustrated. $7.00. 
Early January! 


Quigley & Banks— Progress in the Treatment of 
Fractures & Dislocations 1950-1960 


This brilliantly clear presentation gives you 
a careful evaluation of all significant advances 
in fracture diagnosis and treatment reported in 
the world literature since 1950. The authors 
also report the results of various methods of 
management in their own experience on frac- 
ture service at the Peter Bent Brigham Hospital. 
This is not, however, a manual of step-by-step 
techniques. 


Here are a few examples of the many problems 
and advances you'll find discussed: evaluation 
of polyurethane foam in cases of nonunion— 


~-----ORDER 
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general advances in the field of replacement 
arthroplasty—role of arthrocentesis in fractures 
of the elbow—problem of differentiation of 
“sprained wrist” and fracture of the carpal 
scaphoid—the evaluation of the benefits of 
laminectomy in spinal fractures and timing of 
intervention—use of Lottes rod—etc. 


This book is a reprinting of a 4-part article 
which appeared in the New England Journal of 
Medicine in the Fall of 1960. 

By Tuomas P. Quictey, M.D., Assistant Clinical Professor of Surgery, 


and Henry Banks, M.D., Clinical Associate in Orthopedic a 
Harvard Medical School. 102 pages, 5°” x 7%.” $2.50. lew! 


W. B. SAUNDERS Company, West Washington Square, Philadelphia 5 


Please send and charge my account: 


(.] Marble—The Hand: A Manual and Atlas for the General Surgeon 
tnt () Quigley & Banks—Progress in the Treatment of Fractures & Dislocations 1950-1960 
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Practitioner’s Bookshelf 


Don H. O’Donoghue, of Oklahoma City—is brief, 
timely and especially well written. 

The book is printed on heavy gloss paper and is 
rather profusely illustrated. It will be useful as a 
reference work for orthopedic surgeons and other 
physicians interested in trauma. 

—U. R. BRYNER, M.D. 


The Placenta and Fetal Membranes. 
Edited by Claude A. Villee. Pp. 404. Price, $10. Williams 
& Wilkins Company, Baltimore, 1959. 

IN AN ERA when increasing attention is being focused 

on fetal wastage, this volume makes a noteworthy 

contribution. Gathered between its covers is informa- 
tion on most of the known biochemical and physio- 
logic functions of the placenta and fetal membranes. 

The book is divided into four sections: (1) a review 
of anatomy, physiology, biochemistry and related 
subjects; (2) a conference of outstanding contributors 
pooling knowledge from various fields, with many 
cross references to morphology, functions, etc.; (3) a 
survey of the literature published since 1946, and 
(4) a list of current research projects by 80 Ameri- 
can and numerous foreign investigators. 

The line drawings and charts are well reproduced. 
The photographs lack complete clarity, probably be- 
cause of photogravure reproduction. 

On the whole, the book offers the most extensive 
listing of placental functions to be published to date. 
It is a must for the general practitioner with an inter- 
est in placental formation, as it is for students of the 
subject. —MARJORIE E. CONRAD, M.D. 


Aldosterone in Clinical and Experimental Medicine. 
By E. J. Ross, M.D. Pp. 144. Price, $5.50. Charles C 
Thomas, Springfield, Ill., 1959. 
THIS TREATISE on one of the most recently investi- 
gated adrenal steroids is well done and reviews the 
literature in a scholarly manner. Much of the book’s 
value is due to the author’s extensive original work 
in the field. The text should be interesting to special- 
ists, clinical investigators and general practitioners. 
However, since the techniques described are so com- 
plicated, one wonders whether the principles laid 
down would be applicable to the ordinary clinical 
laboratory. 
Hyperaldosteronism is skillfully described, with 
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the popular 
SONICATOR’ 


ultrasonic therapy instrument 
—the all-purpose, full-power 
unit... compact and convenient 


—only $19950 


This instrument—the size of a telephone set—requires 
very little space. Mount it on the wall for instant use, 
or set it on a small table, or in an open drawer. 
Easiest to use. Trouble free. Thousands in use. 


Unit treats uneven contours and tiny areas. Power 
is developed over the entire transducer face, hence 
large areas are treated easily, and fast transducer 
movement is unnecessary. 

Highly efficient. The crystal is direct-coupled to the 
patient, assuring fully efficient transfer of energy. The 
Sonicator supplies more than ample power for any 
known ultrasonic technique. Send the coupon for lit- 
erature. 


Merv S 


corporation 
114 West Holly Street Pasadena, California 


Mettler Electronics Corp. 
114 W. Holly Street, Pasadena, Calif. 


Please send me full data on the Sonicator: 
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Address 
City, State 
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protection 


against premature aging... 


ELDEC 


mineral-vitamin-hormone supplement 


KAPSEALS® 


ELDEC Kapseals help offset the disorders 
of advancing age for the patient now in his 
middle years. Supplying numerous valu- 
able dietary and metabolic factors, ELDEC 
Kapseals provide the patient with compre- 
hensive physiologic supplementation to 
meet the threat of nutritional and hor- 
monal deficiencies ...aid him in meeting 
the problem of declining health during 
the years ahead. With ELDEC Kapseals, 
the patient can plan ahead for tomorrow 
with a greater assurance of good health 
and well-being. 


| PARKE-DAVIS | 


PARKE, DAVIS & COMPANY 
Detroit 32, Michigan 
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emphasis on salient points. At times the clinical ap- 
plication appears to be somewhat vague. Since the 
clinical use of aldosterone is prohibitive because of 
its cost and scarcity (plus the fact that some syn- 
thetic halogenated corticoid steroids are potent salt- 
retaining substances), the physician will find little in 
the book to help him with therapy of hypoaldoster- 
onism. 

My only criticism of the text is that the references 
are printed in such small type that they are almost 
impossible to read without a magnifying glass. Dr. 
Ross is to be complimented on his thorough review of 
a subject considered by many to be esoteric. The 
problems dealt with here are infrequently seen by 
general practitioners. 

— HERBERT S. KUPPERMAN, M.D. 


Autogenous Vein Grafts. 

By W. Andrew Dale, M.D. Pp. 123. Price, $6. Charles C 

Thomas, Springfield, Ill., 1959. 

SHORT AND CONCISE, Autogenous Vein Grafts is an in- 
teresting monograph. The first half deals with the 
history and clinical development of vascular sur- 
gery and includes a fine chapter on arteriographic 
examination. The second portion is primarily con- 
cerned with operative techniques. With the exception 
of the chapter on pre- and postoperative care, this 
section is of limited value to the average general 
practitioner. 

This is a well-written and well-illustrated study of 
peripheral vascular surgery but is probably not a 
book that most general practitioners would find use- 
ful. —JOHN C. ELY, M.D. 


Clinical Dermatology for Students and Practitioners. 
By Harry M. Robinson, Jr., M.D. and Raymond C. V. 
Robinson, M.D. Pp. 228. Price, $8.50. Williams & 
Wilkins Company, Baltimore, 1959. 
IN THIS VALUABLE book on skin diseases, the authors 
stress the necessity for correlation of the laboratory 
findings and clinical symptoms with the results of 
careful inspection of morphologic skin changes. 
Divided into two main parts, the book consists of 
228 well-printed pages and 117 diagrams and photo- 
graphs. The first, and minor, portion is devoted to 
general considerations of skin conditions, with brief 
reference to anatomy and functions of the skin, 
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etiology of dermatoses, diagnostic procedures, dermal 
histopathology, mycology, allergy, occupational der- 
matoses, venereal diseases, psychosomatic factors in 
dermatology and therapy of common dermatoses. 

The major portion, with 168 pages and 92 excellent 
photographs, is an excellent quick reference source 
for busy physicians. The monograph tabulates the 
common dermatoses and refers to some rare condi- 
tions. It lists the morphologic aspects of routine skin 
lesions, the regions in which they are usually found, 
specific laboratory tests and other diagnostic aids, 
objective and subjective symptoms, etiology, rela- 
tion to systemic disease, differential diagnosis and 
treatment. 

If this book has been written to “discuss the mor- 
phologic appearances of the more common derma- 
toses, methods of diagnosis, the relationship of cuta- 
neous lesions to systemic disease and suggestions for 
treatment,” it has accomplished its purpose. It can 
be a helpful reference manual for any general prac- 
titioner. — WILLIAM J. SHAW, M.D. 


Notable Names in Medicine and Surgery. 
8rd ed. By Hamilton Bailey and W. J. Bishop. Pp. 215. 
Price, $7.50. Charles C Thomas, Springfield, Ill., 1959. 

IN THE RUSH to acquire sufficient knowledge to prac- 
tice medicine, students are likely to find it difficult 
to remember the proper names connected with dis- 
eases and anatomy. With the de-emphasis on medical 
history in present-day curricula, the basis linking 
these names to their daily usage is lost. 

It is true that some names and terms (such as 
Bright’s disease, Glauber’s salt, Southey’s tubes and 
Syme’s amputation) will probably be consigned to 
limbo and are of little value in practice today. 

On the other hand, through this book we can re- 
hew acquaintance with the men whose names are 
given to Volkmann’s contracture, Babinski reflex, 
Koplik’s spots, Stensen’s duct, Hodgkin’s disease and 
many other conditions and anatomic features. 

The book can promote a renewed interest in medi- 
cal history. It can be useful to advisors to premedical 
and medical students in creating a respectful image 
of the physician. 

The book is well indexed and extra bibliographic 
sources are listed for further research in medical 
history. —RoBERT E. HEERENS, M.D. 
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help make 
the years of maturity 
years of health... 


comprehensive physiologic supplement 


KAPSEALS® 


Physiologic Prophylaxis 
- 10 important vitamins plus minerals to help 
maintain cellular function and to correct 
deficiencies 
+ protein improvement factors to help com- 
pensate for poor food selection 
- digestive enzymes to aid in offsetting 
decreased natural production 
+ steroids to stimulate metabolism and prevent 
or help correct protein deficiency states 


Packaging: ELDEC Kapseals are available in bottles of 100. 
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Photos used with patient’s permission. 


How new Dianabol rebuilt muscle tissue 
in this underweight, debilitated patient 


Patient was weak and emaciated before 
Dianabol. R. C., age 51, weighed 160 
pounds following surgery to close a perfo- 
rated duodenal ulcer. His convalescence was 
slow and stormy, complicated by pneumonia 
of both lower lobes. Weak and washed out, 
he was considered a poor risk for further 
necessary surgery (cholecystectomy). 
Because a conventional low-fat diet and 
multiple-vitamin therapy failed to build up 
R. C. sufficiently, his physician prescribed 
Dianabol 5 mg. b.i.d. 


Patient regains strength on Dianabol. In just 
two weeks R. C.’s appetite increased sub- 
stantially; he had gained 9% pounds of 
lean weight. His muscle tone was improved, 
he felt much stronger. After 4 weeks, he 
weighed 176 pounds. Biceps measurement 
increased from 10” to 1142”. For the first 
time since onset of postoperative pneu- 
monia, his chest was clear. Mr. C.’s physi- 
cian reports: “He tolerated cholecystec- 
tomy very well and one week postop felt 
better than he has in the past 2 years.” 
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Dianabol: new, low-cost 
anabolic agent 


By promoting protein anabolism, Dianabol 
builds lean tissue and restores vigor in 
underweight, debilitated, and dispirited 
patients. In patients with osteoporosis 
Dianabol often relieves pain and increases 
mobility. 

As an anabolic agent, Dianabol has 
been proved 10. times as effective as 
methyltestosterone. Yet it has far less 
androgenicity than testosterone propio- 
nate, methyltestosterone, or norethandro- 
lone. 

Because Dianabol is an oral preparation, 
it spares patients the inconvenience and 
discomfort of parenteral drugs. 

And because Dianabol is low in cost, it 
is particularly suitable for the aged or 
chronically ill patient who may require 
long-term anabolic therapy. 


Supplied: Tablets, 5 mg. (pink, scored); 
bottles of 100. 


Complete information sent on request. 


Dianabol 


(methandrostenolone CIBA) 


converts protein to 
working weight in wasting 
or debilitated patients 
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American Drug Index— 1960. 
By Charles O. Wilson, PH.D. and Tony Everett Jones, 
PH.D. Pp. 712. Price, $5.75. J. B. Lippincott Company, 
Philadelphia, 1960. 

WITH the multiplicity of trade names for the same 

drug and the innumerable combinations of drugs, 

each with a trade name, the bewildered physician 
needs a good reference book such as American Drug 

Index to guide him. Here, in alphabetical order, 

drugs are listed according to generic name as well as 

to trade name. Available dosage forms and a short 
statement on use accompany each drug mentioned. 

The confusion engendered by the number of trade 
names for the same drug can readily be noted in this 
book. For instance, there are 27 brand names for 
reserpine and more than 60 combinations of reser- 
pine, each with its own brand name. Listed here are 
65 combinations of drugs with phenobarbital, again 
with a separate trade name for each. 

In general, the authors have done a good job. How- 
ever, it is suggested that only the metric system be 
used in future editions. A mixture of grains and 
Grams is confusing, particularly in tables. For the 
older drugs, for which the apothecary system is still 
used by some physicians, the dosage in grains could 
be added in parentheses after the metric dose. The 
term “glucoside” when applied to digitalis would 
more properly be ‘‘glycoside,’’ since the sugar at- 
tached to the genin is not glucose but a desoxy-sugar. 

American Drug Index is a reference book that 
should be constantly available to the physician. 

— ARTHUR C. DEGRAFF, M.D. 


The Biochemistry of Clinical Medicine. 

2nd ed. By William S. Hoffman, M.D. Pp. 734. Price, $12. 

The Year Book Publishers, Inc., Chicago, 1959. 
THIS BOOK attempts to arrange a vast amount of bio- 
chemical information into a clinically useful form. 
The material seems fairly well organized and detailed 
enough to be of real aid to the clinician. However, the 
work loses much of its value in poor typographic 
make-up and poor choice of type. These flaws make 
reading tedious, particularly when minor distractions 
occur in the office. 

The Biochemistry of Clinical Medicine should bene- 
fit the general practitioner as a reference source. 

—SAMUEL H. HALE, M.D. 
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...for the tense and nervous patient 


Despite the introduction in recent years of “new and different” tranquil- 
izers, Miltown continues, quietly and steadfastly, to gain in acceptance. 
Meprobamate (Miltown) is prescribed by the medical profession more than 
any other tranquilizer in the world. 


The reasons are not hard to find. Miltown is a known drug. Its few side 
effects have been fully reported. There are no surprises in store for either 
the patient or the physician. 
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PHARYNGITIS, LOBAR AND 

LARYNGITIS, 

ADENITIS, 
AND OTITIS MEDIA.. 


BEFORE YOU WRITE FOR AN ANTIBIOTIC CONSIDER | 
THE ‘PLUSES’ OF NEW ALPEN FOR YOUR PATIENTS! 


Alpen is more active against clinical isolates of penicillin-resistant staphy- 
lococci than older penicillins. Alpen is indicated for acute and chronic 


streptococcal infections. Alpen is rapidly ALPE N I . 


absorbed to produce high blood levels. 
See ALPEN Statement of Directions for complete details. 


Alpen has greater freedom from the G.I. 
1. Morigi, E.M. €.; Wheatley, W. B.. and Albright, H.: Antibiotics Annual 1959.60, N.Y., Antibiotic, inc., 1960, 131. ALPEN" potassium phenethicillin Selering 


sequelae of the broad spectrum -mycins. 
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AN ACADEMY OFFICER’S PROFILE... 


Dr. Cellio— 
Experienced Parliamentarian 


Dr. LEwis W. CELLIO of Columbus, Ohio, the 
vice speaker of the Academy’s Congress of Dele- 
gates, reached this national office armed with ex- 
perience gained from holding key posts in the 
Ohio chapter. 

An Academy member since its founding year, 
Dr. Cellio advanced rapidly in the ranks. In 
1950, he served locally as president of the 
Franklin County chapter; from 1954 to 1956 he 
was vice speaker of the Ohio chapter’s congress 
of delegates and then succeeded to the speaker- 
ship for the following two years. 

Upon retiring as Ohio speaker, he was elected 
a delegate to the 1958, 1959 and 1960 AAGP 
Assemblies. This year in Philadelphia he served 
as chairman of the Credentials Committee and 
there he was elected vice speaker of the AAGP 
Congress. 

In September, Dr. Cellio also completed a term 
as president of the Ohio chapter. 

Though Ohio has been the homefront for Dr. 
Cellio, he was born at Bugnara, Italy on February 
2, 1908. The following year his parents, Felix and 
Anna Cellio, brought him to this country. 

After attending high school in Youngstown, 
Ohio, Dr. Cellio entered the University of Pitts- 
burgh where he received his bachelor of science 
degree in 1930. He earned his M.D. from St. 
Louis University School of Medicine in 1934 and 
served an internship at St. Mary’s Group of 
Hospitals in St. Louis. 

Upon completion of his training he served in 
the Civilian Conservation Corps for almost four 
years. 

His practice in Carrollton, Ohio was inter- 
rupted by World War II. During almost six years 
of military service, Dr. Cellio was stationed at 
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Ft. Hayes, Columbus, where he was assistant 
service command surgeon of the Fifth Service 
Command in charge of induction, reception and 
discharge of enlisted men, women and officers. 

Dr. Cellio was also liaison officer to the State 
Selective Service Headquarters of Ohio, Indiana, 
Kentucky and West Virginia. He was discharged 
with the rank of full colonel and is now retired 
from the service. 

In addition to his Academy membership, Dr. 
Cellio is affiliated with the American Medical 
Association, the Ohio State Medical Association, 
Columbus Academy of Medicine and American 
Association of Physicians and Surgeons. 

A member of Alpha Phi Delta social fraternity 
and Lambda Phi Mu medical fraternity, Dr. 
Cellio is likewise active in local and civic or- 
ganizations. 

Dr. Cellio is on the staffs of both White Cross 
and Mt. Carmel hospitals. At White Cross Hos- 
pital, he served as chairman of the Department 
of General Practice from 1953 to 1954 and as 
director of the General Practice Division the 
foliowing three years, as well as serving a three- 
year term on the medical council. 

Dr. and Mrs. Cellio (the former Miss Dorothy 
Dowling of St. Louis) were married in 1935. They 
have three children—Dorothy Jane, 19, who is a 
junior at Ohio State University, and twins, 
Lynne Fay and Clark Dowling, age 14. 

Dr. Cellio is a member of the Broad Street 
Presbyterian Church, the American Legion, 
Scottish Rite, Aladdin Temple and Scioto Coun- 
try Club. 

His hobbies consist of photography and col- 
lecting “(Hot Jazz.’”’ Dr. Cellio reveals that he has 
a jazz collection of 2,500 old “78’s’’. 
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News 


FAA Reports Designated-Examiner Program Operating Smoothly 


Number of Examiners Climbing Steadily as Physicians Show Growing Interest 


ON THE FIFTEENTH of this month the rule re- 
quiring Class 3 (student and private) pilots to 
take medical examinations from Federal Aviation 
Agency-designated examiners will have been in 
effect six months. 

Reports show that the program is going 
smoothly. At the time the new rule became effec- 
tive on June 15, FAA said there were approxi- 
mately 2,000 designated aviation medical ex- 
aminers in the agency. As of September 12 (three 
months later) there was an increase to 3,502. This 
figure is climbing steadily as more physicians 
exhibit their interest, reports Dr. C. D. Henry, 
chief of the Examiner Training and Control 
Branch. 

At the time of public hearings on February 11 
in Washington there was considerable opposition 
to the designated-examiner system by Academy 
members. The Academy itself withheld endorse- 
ment. Also leading in the opposition was the Air- 
craft Owners and Pilots Association. The con- 
tention was that the family physician would be 
barred from performing airman medical ex- 
aminations. 

The FAA contended this was a misconception. 
The initial FAA statement, not altogether clear, 
had been misunderstood. 

With clarification of the FAA proposal, the 
Academy reviewed its previous stand. At an April 
30-May 1 meeting of the Academy’s Commission 
on Legislation and Public Policy, the opinion was 
voiced that the FAA action had been predicated 
on its conviction that the examinations had not 
always been performed properly and that this 
situation should be corrected. 

The AAGP commission moved that the fol- 
lowing policy statement be adopted: “Only a 
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licensed doctor of medicine is qualified to give 
third-class pilot examinations and ‘designation’ 
should have as its only purpose the setting of 
standards for such examinations.” 

Physicians Welcomed 

A recent communique from Dr. Henry strongly 
emphasized that the FAA welcomes the applica- 
tion of any physician who wishes to become a 
designated examiner. 

The Academy has urged its members to apply 
for designation. Each interested physician should 
contact the regional flight surgeon having juris- 
diction in the state in which he resides (see list). 
The regional flight surgeon will forward forms for 
application. 

Dr. Henry points out that they are particularly 
interested in engaging the services of physicians 
in geographic areas of inadequate examiner 
coverage. There is already an adequate number 
of examiners in most urban areas. But even in 
areas of density of flying activities, it is not antic- 
ipated that any well-qualified physician shall be 
denied designation. 

The FAA notes that of the 106 examiners ap- 
pointed during June, 49 per cent represented ap- 
pointments to areas where coverage did not pre- 
viously exist. 


FAA Background 

It is necessary to understand the chain of 
events which has lead to the ruling of designated 
examiners. 

The Federal Aviation Agency was established 
on August 23, 1958 to meet the pressing prob- 
lems of an industry that had expanded beyond 
the bounds of the most optimistic forecasts. 
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No. 


Address 


New York International Airport 
Jamaica, Long Island, New York 


P. O. Box 1689 
Fort Worth 1, Texas 


4825 Troost Avenue 

Kansas City 10, Missouri 

5651 West Manchester Avenue 
Los Angeles 45, California 


P. O. Box 440 
Anchorage, Alaska 


(Hawaiian applicants should apply to:) 


Bureau of Aviation Medicine 
Federal Aviation Agency 
Attention: AM-34 
Washington 25, D. C. 


States Covered 


Connecticut, Delaware, District of Columbia, Kentucky, Maine, 
Maryland, Massachusetts, New Hampshire, New Jersey, New York, 
Ohio, Pennsylvania, Rhode Island, Vermont, Virginia, West Virginia 


Alabama, Arkansas, Florida, Georgia, Louisiana, Mississippi, North 
Carolina, Oklahoma, South Carolina, Tennessee, Texas. 

Illinois, Indiana, Iowa, Kansas, Michigan, Minnesota, Missouri, 
Nebraska, North Dakota, South Dakota, Wisconsin. 


Arizona, California, Colorado, Idaho, 


Mexico, Oregon, Utah, Washington, Wyoming. 


Alaska 


Hawaii 


Montana, Nevada, New 


Where To Apply For Designation— This chart lists the re- 
gional flight surgeons’ headquarters and the states under their 
respective jurisdiction. Physicians desiring designation 
should contact the office in their home region. 


Organizational Chart—The chain of command and the de- 
lineation of activities is shown in this organizational chart of 
the Bureau of Aviation Medicine which is maintained under 


the Federal Aviation Agency. 


THE BUREAU OF 
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EXECUTIVE OFFICER 
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RESEARCH REQUIREMENTS 
DIVISION 


MEDICAL STANDARDS 
DIVISION 


MEDICAL CERTIFICATION 
DIVISION 


ENVIRONMENTAL HEALTH 
DIVISION 


AEROMEDICAL LIAISON 
BRANCH 


__} STANDARDS EVALUATION 
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RANCH 


REVIEW AND RECORDS 
CONTROL BRANCH 


CLINICAL MEDICAL 
= RESEARCH BRANCH 


ACCIDENT STUDIES 
BRANCH 


4 CLINICAL EXAMINATION 
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ANCH 


CIVIL AEROMEDICAL 
RESEARCH INSTITUTE 
(OKLAHOMA CiTy) 


RULES AND PROCEDURES 
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BRANC 


EXAMINER TRAINING 
AND CONTROL BRANCH 
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Because of the expanding sphere of the FAA, a 
Bureau of Aviation Medicine was established re- 
placing the former Office of Civil Air Surgeons. 
To head this new bureau, Dr. James L. Goddard 
was appointed to the post of Civil Air Surgeon of 
the FAA on July 12, 1959. He is the first to hold 
that position. 

The elevation to bureau status pointed up the 
growing significance of the role of the medical 
program in the agency’s primary mission of air 
safety. (See diagram for the chain of responsibility 
under the FAA.) 

From a fact sheet, released by the FAA, it is 
noted that from 1926, when all civil pilots were 
first required to be physically qualified, until 
1945, only designated examiners were authorized 
to perform the medical examination. 

In 1945, the administrator of Civil Aeronau- 
tics, against medical advice, issued an order per- 
mitting student and private pilots to be ex- 
amined by other than designated physicians. In 
1947, the American Medical Association strongly 
censured the then Civil Aeronautics Administra- 
tion for having abolished the practice. 

Twelve years later, in April, 1959, the FAA 
proposed the re-establishment of the practice 
which was abolished in 1945. This year public 
hearings on designating physicians were held on 
February 11 in Washington. 

With the adoption of the new rule, the ex- 
amining program itself underwent review. As a 
result, the FAA released an amended list of 
equipment needed by FAA Aviation Medical 
Examiners. 

The current list is as follows: 

1. Standard test types for visual acuity (both 
near and distant). 

2. Eye muscle test light (may be a spot of light 
0.5 cm. in diameter, and can be a regular muscle 
test light, ophthalmoscope head, or a tin can con- 
taining a 10-watt bulb with a 0.5 em. hole in can). 
oy Maddox rod or a hand type (red) Maddox 
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James L. Goddard, M.D. 
Holding the title of Civil 
Air Surgeon of the FAA, 
Dr. Goddard heads the 
Bureau of Aviation Medi- 
cine. 


4. Risley Rotary, Hughes, hand prisms, or 
horizontal prism bar. 

5. Ophthalmoscope. 

6. Color vision test apparatus-(AOC Pseudoiso- 
chromatic Plates, Rev. Ed.; Ishihara Plates; or 
Dvorine Plates). 

7. A wall target consisting of a 50-inch square 
surface with a matte finish (may be black felt or 
dull finish paper), and a 2mm. white test object 
(may be a pin), in a suitable handle of the same 
color as the background. 

8. Typewriter. 

9. Upright scale with or without separate height 
attachment. 

10. Applicants for appointment as airline trans- 
port pilot examiners must possess or have avail- 
able through consultation a standard pure tone 
audiometer for evaluating substandard hearing of 
applicants for, and holders of airman medical 
certificates, and electrocardiographic facilities for 
submission of any electrocardiograms required by 
the Medical Certification Division, Bureau of 
Aviation Medicine. 


Apprised of Policy 

In an effort toward better understanding of 
aeromedical policy and practice, in April of this 
year the Bureau of Aviation Medicine initiated 
the first issue of Medical Newsletter which is pub- 
lished monthly for all designated physicians and 
district safety offices. 

Through this publication, physicians are re- 
minded that airmen holding Class 3 medical 
certificates are required to be examined every two 
years. 

In September the FAA disclosed it is giving 
aviation medical examiners additional authority. 
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After a history and a physical ruled out organic disease, 
the physician diagnosed the case as recurring states of 
anxiety. To relieve these symptoms for this busy, on-the-go 
housewife, he prescribes Meprospan-400, the only 
meprobamate in sustained-release form. 


As directed, the patient takes one Meprospan-400 capsule 
at breakfast. Her symptoms of tension and nervousness 
are soon relieved, and she will not have to remember to 
take another capsule until dinnertime. 


Calm and relaxed, the patient is no ret upset by the 
pressures and irritations met in everyday life, nor is she 
likely to be incapacitated by autonomic disturbances, 
drowsiness, ataxia or other untoward reactions. 


Peacefully asleep, the patient enjoys beneficial rest... 
Meprospan-400 has relieved the tensions that previously 
prevented sleep or kept her tossing and turning through- 
out the night, 


Meprospan-400 


Alert and attentive, in a P.T.A. 
meeting, following her second capsule of Meprospan-400 
taken with the evening meal. Meprospan-400 does not 
decrease her mental efficiency or interfere with her normal 
activities or behavior. 


most widely prescribed tranquilizer... 
most convenient dosage form. 


ONE CAPSULE LASTS 12 HOURS 


400 mg. MILTOWN® SUSTAINED-RELEASE CAPSULES 


Usual dosage: One capsule at breakfast lasts all day, one capsule with 
evening meal, lasts all night. Supplied: Meprospan-400, each blue- 
topped sustained-release capsule contains 400 mg. Miltown. 
available: Meprospan-200, each Zoltew-tovwed sustained-release cap- 
sule contains 200 mg. Miltown. For chi! : Capsules can be opened 
and the coated granules mixed with cote teoke or liquids. 


Both potencies in bottles of 30. 
Samples and literature available on request. 


WwW} WALLACE LABORATORIES / Cranbury, N. J. 
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They may now deny, as well as issue, medical 
certificates to applicants whom they examine. 
Heretofore they could grant certificates, but in 
cases where physical qualification was in doubt 
they had to refer the case to FAA headquarters. 
Under the present arrangement rejection papers 
will be forwarded to FAA’s Civil Air Surgeon 
for review. 

Although plans were still incomplete in mid- 
October, there was every indication that FAA 


would sponsor the first of a continuing series of 
seminars for designated medical examiners early 
in December. 

Preliminary plans called for holding the pilot 
seminar at Georgetown University Medical 
Center in Washington. When the training pro- 
gram is fully under way, between 30 and 50 of the 
seminars will be conducted annually throughout 
the country. About 50 will be enrolled for each 
and the seminar will last for three days. 


Trends and Events in the Nation’s Capital 


From GP’s Special Washington Correspondent 


IN 1959, this country’s private expenditures for 
health care totaled $18,317,000,000, an increase 
of $1.6 billion over the previous year. 

Hospitalization took 30 cents of each dollar, 
physicians’ services 27 cents, medicines 19 cents, 
dentists 11 cents, and appliances, other pro- 
fessional services and nursing homes accounted 
for the remaining 13 cents. 

These are a few of the statistics gathered by 
Department of Commerce and Department of 
Health, Education and Welfare which will be 
published in the December issue of Social Secu- 
rity Bulletin, official organ of the Social Security 
Administration. A preview of the charts and 
tables discloses: 

Consumers spent $13.2 billion directly for 
health care and $5.1 billion for medical and hos- 
pitalization insurance. 

One-fourth of the total outlay in 1959 was ac- 
counted for by private voluntary health insurance 
benefits. This compares with 20.7 per cent in 
1955 and 8.2 per cent in 1948. 

Slightly under $5 billion was expended for 
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physicians’ services—$4,687,000,000 for direct 
payments and $302 million paid into insurance 
and prepayment plans. 

The statistical summary, prepared by program 
research division in Social Security Administra- 
tion, notes such trends as an expansion in dental 
care prepayment and a slowing down of insurance 
coverage for physicians’ services. 

- “With the gap closing between the numbers 
with hospital insurance and those with the ad- 
ditional protection covering surgeons’ services, 
the growth potential for insuring physicians’ 
services appears to be diminishing,” said the re- 
port. 


Rejects Tax Deduction 


United States Tax Court recently rejected an 
appeal by a disabled war veteran who felt he was 
entitled to deduct expenses of travel between 
Washington and Sarasota, Fla., to visit a chiro- 
practor. 

If the chiropractor had not been retired, the 
veteran probably would have been permitted to 
deduct transportation costs as a medical expense, 
if not food and lodging. But the court went along 


189 


4 
| 
to 
7 
) 
_ 
atte, 


190 


IN EMOTIONALLY PROJECTED 
SMOOTH-MUSCLE SPASM... 


Prompt, Profound 


Protection...at both 
ends of the vagus 


PRO-BANTHINE’ 
with DARTAL 


Professional reliance on the therapeutic profi- 
ciency of Pro-Banthine in functional gastro- 
intestinal disorders has made it the most widely 
prescribed anticholinergic. 

The consistent relief of emotional tensions 
afforded by Dartal makes this well-tolerated 
tranquilizer a rational choice to support the 
antispasmodic action of Pro-Banthine in emo- 
tionally influenced smooth-muscle spasm. 

These two reliable agents combined as Pro- 
Banthine with Dartal consistently control both 
disturbed mood and disordered motility when 
emotional disturbances project themselves 
through the vagus to provoke such gastrointes- 
tinal dysfunctions as gastritis, pylorospasm, 
peptic ulcer, spastic colon or biliary dyskinesia. 
USUAL ADULT DOSAGE: 

One tablet three times a day. 

SUPPLIED as aqua-colored, compression-coated tab- 
lets containing 15 mg. of Pro-Banthine (brand of pro- 
pantheline bromide) and 5 mg. of Dartal (brand of 
thiopropazate dihydrochloride). 


6.0. SEARLE « co. 


Chicago 80, Illinois 
Research in the Service of Medicine 
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with the Tax Commissioner’s disallowance of all 
claims, mainly because the chiropractor per- 
formed no treatment on the man from Washing- 
ton. 

Discharged from military service in 1944 with 
100 per cent disability, the appellant underwent 
outpatient treatment in Washington for the next 
eight years for what was described as “‘a spinal 
condition, plus a lung condition.” 

When the chiropractor whom he patronized 
gave up his practice and retired to Florida, the 
veteran shifted to another chiropractor. But he 
lacked the same “‘technical approach,’ the court 
was informed, and the veteran drove to Florida 
in 1954, 1955 and 1956 in vain attempts to obtain 
treatment from the retired practitioner. 


Aid for Cancer Research Facilities 


The National Cancer Institute has announced 
it will accept applications until January 15, 1961, 
for federal funds to help finance construction of 
facilities for cancer research. It is not necessary 
for grantees to match the awards. A total of $5 
million is available for allocation in this fiscal 
year. 

To qualify for this aid, an institution must 
show that it is engaged in cancer research of high 
quality; that betterment of physical facilities is 
needed ; that effort has been made, without suc- 
cess, to tap other resources, and that the cost of 
proposed construction is reasonable. 

Requests for information on filing of applica- 
tions should be directed to Dr. Ralph G. Meader, 
Associate Director for Grants and Training, 
National Cancer Institute, Bethesda 14, Md. 


For Retired Workers’ Coverage 
The Chamber of Commerce of the United 
States has recommended that business firms 
make group health insurance coverage available 
to all employees in their retirement years. It 
should be offered to former employees already in 
retirement, as well as present workers. 
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Broad adoption and application of health in- 
surance for retirees will support the growth of 
private, voluntary plans and hold off socialized 
medicine, in the chamber’s view. 

In its weekly newsletter, circulated among the 
country’s business employers, the chamber ad- 
vises: 

“The economic well-being of your retired 
workers should be of concern to you. And as you 
know, nothing can destroy the morale of a re- 
tired person living on a fixed pension quicker 
than a serious illness that wipes out his savings 
and leaves him disgruntled and bitter in his old 


age.” 
Also see AMA Washington Report, page 223. 


GP Publication Committee Meets— At a two-day (Septem- 
ber 17-18) session in New York City, the GP Publication 
Committee, with Publisher Mac Cahal, Medical Editor Arthur 
DeGraff, Managing Editor Walter Kemp and Assistant 
Publisher M. G. Hermetet, discussed the possibility of a new 
Academy publication and recommended its endorsement by 
the Academy’s Board of Directors. Shown seated at the meet- 
ing were (left to right) Mr. Walter Kemp, Dr. Arthur DeGraff, 
Mr. Mac Cahal, Committee Chairman Daniel M. Rogers, 
Dr. John Ely, Miss Helen Cobb and Dr. Albert Ritt. Stand- 
ing (left to right) are Dr. Holland Jackson, Mr. M. G. Herm- 
etet, Dr. Paul Seifert and Dr. Charles Bryant. Dr. Albert 
Dix was not in attendance. 
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in coronary insufficiency 


Metamine’ Sustained* helps 


you dilate the coronaries 


METAMINE SUSTAINED (triethanolamine trinitrate 
biphosphate, 10 mg., in a unique sustained-release 
tablet) is a potent and exceptionally well tolerated 
coronary vasodilator. Pharmacological studies at 
McGill University demonstrated that METAMINE 
“exerts a more prolonged and as good, if not slightly 
better coronary vasodilator action than nitroglycerin 

. "1 Work at the Pasteur Institute established 
that METAMINE exerts considerably less depressor 
effect than does nitroglycerin.2 Virtually free from 
nitrate side effects (nausea, headache, hypotension), 


1 tablet 
all night 


METAMINE SUSTAINED protects many patients re- 
fractory to other cardiac nitrates,3 and, given b.i.d., is 
ideal medication for the patient with coronary in- 
sufficiency. Bottles of 50 and 500 tablets. Also: 
METAMINE, METAMINE WITH BUTABARBITAL, META- 
MINE WITH BUTABARBITAL SUSTAINED, METAMINE 
SUSTAINED WITH RESERPINE. 

1. Melville, K. I., and Lu, F. C.: Canadian M.A.J., 65:11, 
1951. 2. Bovet, D., and Nitti-Bovet, F.: Arch. Internat. de 


harmacodyn. et therap., 83:367, 1946. 3. Fuller, H. L., and 
assel, L. E.: Antibiotic Med. & Clin. Therapy, 3:322, 1956. 


Shes. Leeming Cenc. New York 17,N.Y. 
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Hospitals with Some D.O. Staff Members 
Eligible for Joint Commission Survey 


THE JOINT Commission on Accreditation of Hos- 
pitals has voted to accept the 1959 listing re- 
quirements of the American Hospital Association 
as one of the prerequisites for a survey for ac- 
creditation. Previously the Joint Commission 
used the AHA 1957 requirements. 

The 1959 requirements differ from those of 
1957 in that now under certain circumstances 
hospitals in which doctors of osteopathy are al- 
lowed to practice may be listed by the AHA. Ac- 
cording to the 1957 requirements, the hospital 
staff had to consist exclusively of doctors of 
medicine. 

The 1959 AHA policy, however, provides for 
supervision of a staff’s clinical work by a doctor 
of medicine. The requirements state, ‘““The hos- 
pital shall submit evidence of regular care of the 
patient by the attending physician and general 
supervision of the clinical work by doctors of 
medicine.” The 1957 requirements said. “The 
hospital shall submit evidence of regular medical 
supervision of patients.” 

Hospitals with exclusively osteopathic staffs or 
with arrangements under which osteopaths are 
not subject to over-all supervision by a doctor of 
medicine are not eligible for a survey by the Joint 
Commission. 


Accreditation Reprieve for Hospitals 
With Noncertified Foreign Staff Members 


DESPITE A December 31 deadline for hospitals to 
rid their staffs of noncertified foreign interns, it 
now appears that many hospitals thus affected 
will retain their accreditation, at least for a period 
of time. 

As late as June of this year hospitals had again 
been given the ultimatum that foreign interns 
must be certified by the Educational Council for 
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Foreign Medical Graduates or licensed by the 
respective state. 

However, the American Hospital Association, 
at its annual meeting this fall in San Francisco, 
seemed reluctant to press the hospitals. Dr. 
Edwin L. Crosby, AHA executive vice president, 
commented: ““The Joint Commission will not re- 
move accreditation unless the AHA removes the 
institution from its listing—and I don’t think 
anything precipitous will occur.” 

Meanwhile, it is reported that the American 
Medical Association has expanded its staff to fol- 
low through on its threat to withdraw approval of 
intern and residency programs which include un- 
certified men. 

Since it would take approximately three years 
to review all the institutions in this country, it is 
entirely possible that a hospital may retain ac- 
creditation while its training program is disap- 
proved by the AMA. 

The foreign doctor problem would appear to 
be growing with the revelation that there are 
over 15,000 foreign medical graduates on U.S. 
hospital staffs. This number is based on an un- 
released AMA survey sent to member institu- 
tions. Of those queried 67 per cent replied, re- 
porting 12,000 foreign graduates on the staff. 
The 15,000 figure was reached by projecting the 
number of hospitals which did not respond. 


Retired Federal Employees Being Notified 
Of Health Benefits Program Starting July 1 


IN PREPARATION for the retired federal employees’ 
health benefits coverage, the Civil Service Com- 
mission is in the process of notifying those who 
will be eligible when the program becomes effec- 
tive July 1. 

The Retired Employees Health Benefits Act 
which was signed into law by President Eisen- 
hower September 8 becomes effective July 1 and 
is expected to cover about 415,000 persons. 


News | 
| 
198 


Can you remember when “fat” was an ear 
& h I wt A L 4% mark of blue ribbon hogs, steers and lambs? 
Today, after years of breeding and feeding 


7 techniques, through the teamwork of farmers, 
° pe agricultural scientists and meat processors, 
A Se centific firm meat-type animals have been developed. 
Meat type animals, more lean meat and less 
D l fat, comply with medical diet requirements. 
eve Op ment Roasts, chops and steaks, offered at meat 
counters are leaner, closer trimmed, from meat 


type animals, bred and fed for a higher 
quality protein ratio. 


MEAT TYPE FAT TYPE 


a A Great Advance in Animal Agriculture! 


"e The nutritional statements made in this advertisement have been 
reviewed by the Council on Foods and Nutrition of the American 
Medical Association and found consistent with current authoritative 
medical opinion. 


AMERICAN | MEAT | INSTITUTE 


MAIN OFFICE, CHICAGO e MEMBERS THROUGHOUT THE NATION 
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The government will contribute between $15 
million and $25 million to the first-year cost of the 
program, with the exact amount depending upon 
the extent of participation by annuitants. The 
annuitants will pay the balance of the coverage 
cost not met by government contribution. 

A check of all records is being made to de- 
termine who will be eligible for the benefits of the 
new law. Actual registration for the program will 
be set for some time between March 1 and May 
31. The program is voluntary. 

This new law does not affect the 1.8 million 
employees who are covered by the Federal Em- 
ployees Health Benefits Act of 1959. The 1960 
law is intended for people who retired, or whose 
survivor annuities began before the July, 1960 
effective date of the earlier law. 

In general, the following individuals will be 
eligible for coverage under the Retired Em- 
ployees Health Benefits Act: 

1. An employee who retired on an immediate 
annuity, after 12 years or more of service or for 
disability. 

2. A member of a family who received an im- 
mediate annuity as the survivor of such a retired 
employee or as the survivor of an employee who 
died after completing five or more years of serv- 
ice. 

An annuitant who chooses to be covered by a 
nongovernmental plan will have the govern- 
ment’s contribution added to his monthly an- 
nuity check, and pay his premium direct to his 
plan. An annuitant who joins the government- 
wide plan will have his share of the cost deducted 
from his annuity check, and this deduction, to- 
gether with the government contribution, will be 
paid to the plan by the commission. 

Because the new law will not become effective 
until July 1, the Civil Service-Commission cau- 
tions that no annuitant should give up his pres- 
ent hospitalization and medical insurance be- 
cause of it, or let it keep him from buying any 
insurance he was planning to obtain. 
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Survey in Florida Reveals Many 
Oldsters Unhappy with Mills Bill 


THOUGH MEDICINE has expressed general approval 
of the new Public Law 86-778 dealing with medi- 
cal services for the aged, pre-election comments 
from some of the country’s oldsters showed dis- 
satisfaction with the measure. 

The law which originated as the Mills bill had 
AMA, Academy and Administration backing, 
among others. Since its passage, many have 
pointed to the necessity of states implementing 
the law immediately and doing a good job of it. 
Otherwise, an attempt to repeal the law and 
adopt a Forand-type measure will almost as- 
suredly be forthcoming. 

Whether or not some of the oldsters’ opposi- 
tion was Democrat-inspired before election, the 
New York Times none-the-less reported a prepon- 


Academy’s Committee on Insurance—A report on the prog- 
ress of the Academy’s Retirement Fund was one of the key 
items of business at the September 12 meeting of the Com- 
mittee on Insurance in Chicago. The meeting, called by 
Committee Chairman Herbert Salter, also reviewed Academy 
operation of all the insurance plans. Shown, left to right, 
around the table are Dr. George E. Burket, Jr., Dr. Richard 
Bellaire, Executive Director Mac Cahal, Miss Helen Cobb, 
Chairman Salter, Drs. Peter J. Scafarello, Norman Coulter, 
Daniel Tobin and Donald F. Bartley and Mr. Roger Tusken. 
Two other commitiee members, Drs. James D. Weaver and 
Frank H. Green, were not present. 
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-and a natural way to meet their special nutrition needs 
with fresh-flavor, economical Carnation Instant. 


Finicky appetites, dental problems, food _ nonfat milk. Because your patients can add 
costs—one or more often play a part incon- _ this additional amount, 
tributing to poor diet for the elderly. they get needed nutrients 

A pleasant natural way to help improve —without excessive calo- 
their nutritional status is the excellent new ries. And its richer, more 
food — new Carnation Instant Nonfat Dry _ delicious flavor mixed 
Milk mixed 25% over-strength. over-strength is a natural 

One-third cup extra crystals per liquid | way to extra nutrition 
quart when mixing provides 25% more cal- _ they'll enjoy. Costs them 
cium, protein, and B-vitamins than ordinary only 12¢ a quart. 


ANOTHER QUALITY PRODUCT OF CARNATION COMPANY, LOS ANGELES 36, CALIFORNIA 
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derantly critical attitude from the oldsters in 
Florida, a mecca for the aged. 

Referring to the Mills bill, a retired govern- 
ment employee from Washington said his vote 
would be decided by party attitudes on medical 
help for the aged. In his words, ‘“‘Nixon doesn’t 
want to go far enough.” 

A retired sales manager said, “‘I’m in favor of 
Kennedy’s plan 100 per cent, that is, if he’s 
telling the truth.” 

A proprietor of a bait, tackle and bird food 
concession said: “Social Security has been raised 
three times in the past three years and I don’t 
think there’s much more to be got there. I’d like 
to see the whole thing go a step further and go 
into socialized medicine.” 

The Times’ reporter said about one-third of 
those questioned volunteered their advocacy of a 
national medical plan. Many were well-to-do. 

Their thinking ran like this: 

“If they can have it in England and Sweden, 
they can have it here.” 

“The veterans have it. Why shouldn’t the rest 
of them have it? The present bill is a joke. It even 
takes Social Security away by making people bor- 
row against it.” 

A few agreed that the present bill is all right and 
that there should be a means test. 


Senate Subcommittee Warns of Rise 
In Mental Ailments Among the Aged 


THE PROPORTION of older persons in mental hos- 
pitals is increasing at an alarming rate, reports 
Sen. Pat McNamara (D-Mich.), chairman of the 
Senate Subcommittee on Problems of the Aged 
and Aging. 

In a report issued by the subcommittee, 
Senator McNamara said, “On any given day, one 
out of three beds in public mental hospitals is oc- 
cupied by a person 65 or older—a total of 165,000 
patients.” 
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The report indicated that first admissions to 
mental hospitals increased rapidly with age and 
were almost two and a half timesas high for 
those over 65 as those 25-44 years of age. 

If the present trend continues, the senator 
estimates that by 1970 there will be a 34 per cent 
increase over 1959 in the number of aged patients 
in mental hospitals. 

In addition to the tragic end for thousands, 
taxpayers would be burdened with almost pro- 
hibitive building and operating costs, the report 
states. 

To avoid such disaster, the subcommittee 
urges: 

“We need to insure that state and federal 
mental health programs provide early diagnosis, 
treatment and care in a patient’s home com- 
munity, rather than in a distant institution. Ex- 
penditures for early and effective treatment today 
will mean savings to the taxpayer and the 
economy tomorrow.” 


Four-Year Medical Schools Now Under Way 
At West Virginia, Kentucky Universities 


WEST VIRGINIA UNIVERSITY’S new $27 million 
medical center has opened in Morgantown fol- 
lowing fall dedicatory ceremonies. Academy 
President John G. Walsh was among the medical 
leaders who were invited. 

A two-year basic medical science school since 
1898, the new medical center includes medical, 
dental, pharmacy and nursing schools. The new 
medical school is one of two four-year medical 
colleges to open this year. 

The University of Kentucky in Lexington, in 
the process of completing a $27 million medical 
center of its own, enrolled 41 students in the new 
medical school. A college of nursing also opened 
this fall and a college of dentistry will open next 
year. 

Construction of West Virginia’s medical cen- 
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Few foods known to man provide a 


higher ratio of nutrient value to Because of their high nutrient 
is d value, their easy digestibility, com- 
calories than do eggs. patibility, and nutritional comple- 


: a mentation of other foods, eggs are 
The quality of egg protein is a stand- |  inciuded in the recommended die- 
ard against which the proteins of tary* for many conditions in which 


other foods are measured. diet adjustment is indicated. 
- Eggs are listed in the daily rec- 
The cholesterol and. fatty acid con- ommendations of nourishing 


° restric purine, low orie, an 

widely preferred breakfast—fit well ether diets. 

into the daily diet, even when less- 

ened fat intake is recommended. of teaching tastitetion. 


The nutritional statements made in this adver- 
tisement have been reviewed by the Council on 
Foods and Nutrition of the American Medical 
Association and found consistent with current 
authoritative medical opinion. 


Poultry and Egg National Board 
8 South Michigan Avenue, Chicago 3, Illinois 
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ter, encompassing a 500-bed teaching hospital 
and a basic science building, was financed by a 
penny soft drink tax. Kentucky’s new center is 
being financed by state and federal funds. 


National Emergency Service Course 

Again Being Planned for Physicians 
ONE OF THE FOUR national courses being planned 
by U.S. Public Health Service and Office of Civil 
and Defense Mobilization to train medical and 
health personnel for emergency services is de- 
signed especially for physicians. 

Scheduled for May 7-12, 1961 in Brooklyn, 
N. Y., this course is a repetition of the basic 
health mobilization training for physicians and 
health-related professions which was introduced 
to the public last April, May and June. 

All courses will cover basic civil defense con- 
cepts, current information on biologic, chemical 
and radiologic warfare and community disaster 
planning. 

Tuition and housing are provided without cost, 
and approximately one-half the necessary travel 
expenses can be reimbursed through OCDM 
student training expense funds. Applications 
should be made through State Civil Defense 
Directors. 


Former HEW Secretary Says U.S. Must 
Increase Its Medical Schools by 1970 


A FORMER Secretary of Health, Education and 
Welfare has asserted that from 20 to 24 new 
two-year or four-year medical schools must be 
created by 1970 if the United States is to main- 
tain the minimum number of physicians that it 
needs. 

Dr. Marion B. Folsom, speaking at dedicatory 
ceremonies for a $2.5 million health sciences 
building at the University of Buffalo, admitted 
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Speaks to SAMA Committees— Dr. Carroll Witten, speaker 
of the Academy's Congress of Delegates, is shown addressing a 
combined session of all committees of the Student American 
Medical Association October 8 in Chicago. Dr. Witten dis- 
cussed trends in general practice and the Academy in particu- 
lar. Shown (left to right) at the speaker’s table are Madison 
Brown, American Hospital Association; Dr. F. J. L. Blasin- 
game, executive vice presidentof American Medical Association; 
Bill Waddell from Duke University (hidden behind Dr. 
Witten), SAMA president; Dr. Charles Leedham, repre- 
senting the AMA’s Council on National Defense, and Dr. 
Ward Darley, executive director of Association of American 
Medical Colleges. 


that financing of these schools would have to 
involve “considerably more” federal spending 
than in the past. 

He pointed out that the public health services 
act of 1956 has provided $180 million in federal 
funds for medical research, but nothing for teach- 
ing facilities. 


Hospital Insurance Benefits Are Triple 
The Rate of Persons with Insurance 


From 1958 To 1959, the rate of increase in hospi- 
talization benefits paid to beneficiaries was triple 
the rate of increase in the number of persons with 
hospital insurance, reports the Health Insurance 
Institute. 

The number of persons covered by hospital 
expense insurance provided by insurance com- 
panies, Blue Cross-Blue Shield, and other health 
care plans rose from 123,038,000 at the end of 
1958 to 127,896,000 at the end of 1959, an in- 
crease of 3.9 per cent. 

At the same time, benefits to pay for the costs 
of hospital care climbed from $2,589,000,000 in 
1958 to $2,904,000,000 in 1959—a boost of 12.2 
per cent, and more than triple the rate of increase 
in coverage, according to the institute. 
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Armour 
Pharmaceutical Company 
extends its thanks 
to the profession 


In the several months since the introduc- 
tion of our new enteric-protected anti-in- 
flammatory enzyme tablet, Chymoral, we 
have received some very encouraging com- 
ments from the profession regarding its 
clinical success in the enzymatic manage- 
ment of inflammatory processes. We would 
like to extend our thanks to those who 
have already used and commented on 
Chymoral. Since we are deeply interested 
in extending our knowledge of the thera- 
peutic range of this new product, we will 
welcome any further comments you may 
want to make. To those who have not yet 
used Chymoral, we extend an offer to give 
it a therapeutic trial. 


The therapeutic and prophylactic effects 
of Chymoral include anti-inflammatory, 
antiedematous and mucolytic activ- 
ities. It liquefies thick secretions in 


bronchitis and in asthma with bronchi- 
tis; eases the racking cough of emphysema 
and increases elimination of bronchial 
secretion; cuts healing time in accidental 
or surgical trauma; is a useful adjunctive 
therapy in inflammatory dermatoses; en- 
courages healing in gynecologic conditions; 
reduces pain and swelling and thus pro- 
motes faster healing in urologic conditions; 
and reduces the extent of inflammatory 
changes in ophthalmic and otorhinolaryn- 
gic conditions. 


We are very pleased indeed that the prod- 
uct has found a useful place in the range 


‘of therapeutic tools available to the doctor 


for management of the inflammatory proc- 
ess. Armour feels that enzymes are a new 
and exciting development in anti-inflam- 
matory therapy; one which may well carry 
chemotherapeutics forward a long step. 


Robert A. Hardt 
President 


1. Beck, C.; Levine, A. J.; Davis, O. F., and Horwitz, B.: Clinical 
Studies with an Oral Anti-inflammatory Enzyme Preparation. Clin. 


Med. 7:519, 1960. 2. Billow, B. W.; Cabodeville, A. M.; Stern, A.; Palm, 
A.; Robinson, M., and Paley, S. S.: Clinical Experience with an Oral 
Anti-inflammatory Enzyme for Intestinal Absorption. Southwestern 
Med. 47 :286, 1960. 3. Teitel, L. H.;-Seigel, S. J.; Tendler, J.; Reiser, P., 
and Harris, S. B.: Clinical Observations with Chymotrypsin in 306 
Patients. Indust. Med. & Surg. 29:150, 1960. 4. Clinical Reports to the 
Medical Dept., Armour Pharmaceutical Company, 1959. 5. Reich, W. 
J., and Nechtow, M. J.: Scientific Exhibit, Chicago Medical Society 
(March) 1960. 6. Taub, S. J.: Paper presented Annual Meeting Pi 
Lambda Kappa Medical Fraternity, Miami, Florida (March) 1960. 


A\s ARMOUR PHARMACEUTICAL COMPANY « KANKAKEE, ILLINOIS 


Armour Means Protection ©1980, A. P. Co. 
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Physician’s role in meeting increasing world tensions— 
Academy Member B. Wheeler Jenkins of Philadelphia (far 
right), a member of the AAGP Committee on Mental Health, 
was one of five guest speakers at the recent scientific session of 
Silver Hill Foundation’s Medical Advisory Council meeting, 
New Canaan, Conn. He discussed activities undertaken by the 
Academy to expand postgraduate medical education among 
family physicians in the treatment of emotional disorders. 
Joining with him in discussing how physicians can play a 
broader role in combating tensions of the world were Dr. 
Kenneth E. Appel (left to right), University of Pennsylvania 
Medical School; Dr. Chester S. Keefer, Boston University; 
Dr. Lawrence C. Kolb, Columbia University College of Physi- 
cians and Surgeons, and Dr. Milton J. E. Senn, Yale Uni- 
versity. 


“Oh, there’s enough of these 
to last for years. 
We can’t get the top off.” 
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Medical News in Small Doses: 


THE NEW PRESIDENT of the Hawaii Medical 
Association, Dr. Edward F. Cushnie, and the 
recently chosen president-elect, Dr. J. Alfred 
Burden, are both Academy members ... Con- 
necticut State Welfare Commissioner Bernard 
Shapiro has announced the permanent appoint- 
ment of Dr. Edwin R. Connors, Academy member 
from Hartford, as medical director for the State 
Welfare Department . . . Governor Edmund 
Brown reports that plans for a new major medical 
school in California will be drafted in time for the 
1961 session of the legislature. San Diego has 
been a suggested site. At present, California has 
five medical schools; two are in the San Francisco 
Bay area and three in the vicinity of Los Angeles. 
They graduate a total of 425 physicians annually 
... The new dean of Seton Hall College of 
Medicine in New Jersey, is Dr. James E. McCor- 
mack, former assistant vice president of Presby- 
terian Hospital, New York City... Past AAGP 
President R. B. Robins of Camden, Ark. has been 
chosen vice president of the American Associa- 
tion of Railway Surgeons. . . In Florida, Academy 
Member James T. Cook, Jr. has been elected 
state chairman of the Florida Medical Committee 
for Better Government .. . In Texas, Member 
Noble B. Daniel heads the Texas Industrial 
Medical Association and San Antonio Member 
C. D. Henry is president of the Texas Air-Medical 
Association . . . The University of Kentucky held 
formal dedicatory ceremonies late in September 
for its new medical center and medical center 
library ... Dr. Howard A. Rusk, an honorary 
Academy member, has been named Deputy for 
Reserve Affairs to the Air Force Surgeon General 
. ..- Dubuque Member William Province, Jr. 
has been chosen president-elect of the Iowa Heart 
Association . . . Former AAGP President William 
B. Hildebrand has accepted the chairmanship of 
Wisconsin Heart Association’s 1961 fund drive. 
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orphenadrine citrate 


Selective Muscle Relaxation 


e Relief at the site of de- 
mand through centrally 
mediated relaxing action. 

e Only the muscle in spasm 


responds. No lessening of 
general muscle tonus. 


e Prolonged action permits 
uninterrupted sleep and 
hastens rehabilitation. 


for all adults regardless 
of age, sex, or weight: 
1 tablet (100 mg.) b.i.d.— 
easily remembered .. . 
offering better patient 
cooperation. 


U.S. Patent No. 2,567,861; other patents pending 
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News 


News from the State Chapters 


THE MOST SERIOUS CHALLENGE to the family 
doctor is government and socialized medicine, 
warned Dr. James D. Murphy of Ft. Worth, Tex. 
in a banquet address to the Nebraska chapter 
during its annual meeting September 8-9 in 
Lincoln. 

Dr. Murphy, who holds the posts of Academy 
vice president and chairman of the Board of 
Directors, also told his audience that the profes- 
sion was failing to draw as many medical school 
candidates as it should and that the quality of 
applicants had dropped. He noted “applicants to 
medical schools have dropped 50 per cent and the 
quality of applicants has gone from a high B to 
a high C average.” 

The scientific program, held at the Cornhusker 
Hotel, drew outstanding speakers, including fac- 
ulty members from the universities of Nebraska, 
South Dakota, Florida, Kansas and Indiana and 
from Creighton University. 

During the business session, Dr. Bernard F. 
Wendt of Lincoln was named president-elect and 
Dr. Donald Matthews of Lincoln was elected vice 
president. Dr. John A. Brown, III of Lincoln and 
Mrs. Aletha E. Kos continue as secretary-treas- 
urer and executive secretary, respectively. Dr. 
Ivan M. French of Wahoo succeeded Dr. Rudolph 
F. Sievers as president. 

Following the pattern of recent annual meetings, 
attendance for this year’s meeting showed a 
gradual increase. There was a registration total 
of 117. 

It was announced that next year’s meeting will 
be held September 13-14 in Omaha. 

A special feature for the ladies was a progres- 
sive luncheon starting at the Cornhusker Hotel 
and including three Lincoln homes. 
®@Dr. John Quincy Adams, Jr. of Zanesville was 
named president-elect of the Ohio chapter at 
their annual meeting September 14-15 in Colum- 


GP December 1960 


Honored Guest—Dr. Rudolph F. Sievers (left, out-going 
president of the Nebraska chapter, and Dr. Ivan M. French 
(right), new president, confer with Dr. James D. Murphy, 
Academy vice president and chairman of the AAGP Board of 
Directors, who spoke at Nebraska chapter’s annual meeting. 


New Officers for Nebraska Chapter — Elected to office during 
their recent annual meeting are (left to right) Drs. Donald 
Matthews, Lincoln, vice president; Bernard F. Wendt, Lin- 
coln, president-elect, and Ivan M. French, Wahoo, president. 


bus. Dr. Roger A. Peatee of Bowling Green is 
the new president. 

Continuing at their present posts are Dr. 
Raymond M. Kahn, Dayton, treasurer, and Mr. 
Robert Wilson, Columbus, executive secretary. 
Speaker of the congress of delegates will be Dr. 
Landon L. Palmer, Toledo, and Dr. Albert E. 
Thielen, Cincinnati, will serve as vice speaker. 
Dr. Lewis W. Cellio of Columbus is the retiring 
president. 

One of the special guests of the meeting was 
Dr. John G. Walsh of Sacramento, Calif., presi- 
dent of the AAGP, who participated in the annual 
banquet festivities. (See cut, page 205.) 

@ Five hundred and fifty-six Academy members 
registered for Texas chapter’s 11th annual meeting 
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IMPROVING ON NATURE Plywood is just one of 
the many examples of how man has modified one of nature’s gifts 
to make it more useful. 

In the treatment of hypothyroidism, Proloid offers similar evidence 
of man’s ingenuity in improving on nature. 

Proloid is doubly standardized: chemically, like ordinary thyroid, 
and biologically, by an exclusive Warner-Chilcott assay. This assay 
assures unvarying metabolic potency and a safe, predictable clinical 
response in every case. Yet this important extra care makes Proloid 
cost little more than ordinary thyroid. 

Specify Proloid whenever thyroid is indicated. Three grains is the 
average daily dose for patients with mild forms of hypothyroidism. 
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News 


to establish a new record for member attendance. 
The October 2-5 meeting in Dallas drew a total 
registration of 1,164. 

Brief installation ceremonies for new officers 
were held during a dinner dance October 4 in the 
Baker Hotel. Installed were Drs. Jack M. Partain 
of San Antonio, president; J. O. S. Holt, Jr., of 
Dallas, vice president; Lawrence W. Johnson of 
Houston, and Mr. Donald C. Jackson of Austin, 
who continue as treasurer and executive secreta- 
ry, respectively. Dr. Carlos E. Fuste, Jr. of Alvin 
is president-elect. Dr. E. Sinks McLarty of 
Galveston, the retiring president, was awarded a 
plaque for outstanding leadership during the 
ceremonies. (See cut.) 

Ata luncheon October 3 for members and wives, 
Academy Executive Director Mac F. Cahal of 
Kansas City, Mo. stressed that “institutionaliza- 
tion” of hospitals is as great a potential menace 
to doctors as socialization of medicine. 

Several amendments to the constitution and 
by-laws were approved during the business por- 
tion of the meeting. An amendment authorizing 
a board member from each component chapter 
rather than from each councilor district of the 
Texas Medical Association was approved with the 
encouragement of Dr. McLarty. 

Interest in the lectures ran high with some 
speakers addressing standing-room-only groups. 

It was announced that the 1961 annual meeting 
will be October 15-18 in Houston at the newly 
refurnished and redecorated Rice Hotel. 
® New officers were chosen during Vermont chap- 
ter’s annual meeting September 22 at the Univer- 
sity of Vermont Medical College in Burlington. 

Installed at a combined luncheon and business 
meeting were Dr. Wilton D. Covey, Milton, 
president; Dr. Clifford Harwood, Manchester, 
vice president, and Dr. Edward B. Crane, 
Charlotte, secretary-treasurer. Dr. Covey suc- 
ceeds Dr. Donald W. Humphreys of Bennington 
as the new president. Dr. Ralph R. Jardine, 
Lyndonville, was named president-elect. 
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Hula Dancers Entertain Ohio Chapter— Providing the enter- 
tainment at Ohio chapter’s annual banquet are hula dancers, 
Drs. John G. Walsh (left to right), AAGP president; Tenny- 
son Williams, Ohio Academy member; John Q. Adams, Jr., 
president-elect of the Ohio chapter; Francis P. Rhoades, past 
president of Michigan chapter, and Lewis W. Cellio, past 
president of the Ohio chapter. 


The scientific program was presented by five 
specialists from the Burlington area. 
@An estimated 500 family doctors attended 
Massachusetts chapter’s annual meeting Septem- 
ber 24-25 at the Statler Hilton Hotel in Boston. 

During the business portion of the two-day 
meeting, Dr. Harry L. Roberts of Springfield was 
named president-elect. Dr. Henry R. Gilbert of 
Needham is the new secretary and Dr. Nathaniel 
Bennett of Springfield was re-elected treasurer. 
Drs. J. Whitney Brown of Needham and James 
P. Warbasse of New Bedford remain in their 
posts as vice presidents. Mr. William T. Maloney 
continues as executive secretary. 


Outstanding Leadership 
Award—Dr. Jack M. Partain, 
new president of the Texas 
chapter, presents an outstand- 
ing leadership award to Dr. E. 
Sinks McLarty (right), retiring 
president, during Texas 
chapter’s annual meeting in 
Dallas. 
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Dr. Leonard F. Box, newly-installed president 
of the chapter and program chairman for the 
annual meeting, warned in an address before the 
gathering that the health of the nation will be 
jeopardized if more young physicians are not 
attracted to general practice. He promised to de- 
vote his term of office to this problem. 

In addition to individual presentations by 
leading specialists from Boston University, Har- 
vard and Tufts medical schools, there were two 
special panel discussions. 

Saturday’s panel on “The Differential Diag- 
nosis of Pulmonary Diseases” was composed of 
Drs. John B. Cadigan, Boston City Hospital; 
Emil Rothstein, Veterans Administration Hos- 
pital, Brockton; Wilford B. Neptune, Overholt 
Thoracic Clinic; James P. Warbasse, New Bed- 
ford, moderator of the Saturday afternoon session 
and Mirle A. Kellett, New England Deaconess 
Hospital. 

“Horizons of Medical Education” was the 
topic of the Sunday panel presented by Drs. 
Perry Culver, Assistant Dean, Harvard Medical 
School; Joseph M. Hayman, Dean, Tufts Uni- 
versity School of Medicine; Elizabeth Moyer, 
Committee of Admissions, Boston University 
School of Medicine and Chapter President Box. 

Dr. Ian Menzies of the Boston Globe, a well 
known medical writer, was guest speaker at the 
first annual Bennett I. Fielding Memorial Lecture. 
The late Dr. Fielding of Worcester was president- 
elect of the chapter when he was stricken with 
a fatal heart attack in 1959. 

Presiding at both the business meeting and 
the Bennett I. Fielding Memorial Lecture was 
Dr. Charles A. Herrick of Manchester, retiring 
president of the chapter. 

@ Election of officers was a major item during 
Maryland chapter’s 12th annual meeting held in 
Baltimore. In office for the coming year will be 
Dr. Andrew C. Mitchell of Salisbury, president, 
succeeding Dr. Walter A. Anderson; Drs. William 
T. Layman of Hagerstown, president-elect; 
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Bay State Officers— Massachusetts chapter’s new officers for 
the coming year will be (left to right) Drs. Henry R. Gilbert, 
secretary; Harry L. Roberts, president-elect; Leonard F. Box, 
president, and Nathaniel N. Bennett, treasurer. Not shown 
are Drs. J. Whitney Brown and James P. Warbasse, vice 
presidents and Mr. William T. Maloney, executive secretary. 


Panel Experts— Members of a panel discussing ‘‘The Differ- 
ential Diagnosis of Pulmonary Diseases” are (seated left to 
right) Drs. John B. Cadigan, Emil Rothstein and Wilford B. 
Neptune. Standing (left to right) are Drs. James P. Warbasse, 
Jr. and Mirle A. Kellett. 


Medical Educators— Presenting a panel on “Horizons of 
Medical Education” are (left to right) Drs. Perry Culver of 
Harvard, Joseph M. Hayman of Tufts, Elizabeth Moyer of 
Boston University and Chapter President Leonard F. Box. 
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in the formula base has obvious advantages 
to the physician, who must decide what each 
infant needs, and when changes are indicated. 
An evaporated milk formula is a prescription 
formula, permitting the physician to adjust 
... the type and amount of carbohydrate 
... the degree of dilution to required strength 


Evaporated milk is the formula base proved 
successful by clinical experience... for 50 
million babies. 


FLEXIBILITY PLUS: 


Higher protein level recommended when cow’s milk is fed 
to babies 


Added vitamin D in required amounts 
Maximum nourishment— minimum cost to parents 
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PET MILK COMPANY, ST. LOUIS 1, MO. 
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Social Hour— Snapped at a social hour preceding the annual 
banquet is a group of Massachusetts doctors and wives attend- 
ing Massachusetts chapter's annual meeting in Boston. 


Charles P. Crimy of Baltimore, secretary; Harry 
L. Knipp of Baltimore, treasurer and Mr. William 
J. Wiscott of Baltimore, executive secretary. 
Drs. Howard W. Weeks, Hagerstown; Page C. 
Jett, Prince Frederick; Louis C. Dobihal, Balti- 
more, and Donald F. Bartley, Easton, will serve 
as vice presidents. 

The business session plus an outstanding scien- 

tific program comprised the two-day meeting 
which was held October 8-9 at the Southern 
Hotel. 
e Dr. Amos N. Johnson, chairman of the Acad- 
emy’s Committee on Scientific Assembly and 
president of the North Carolina State Medical 
Society, was moderator at a recent postgraduate 
seminar sponsored by the Mecklenburg (North 
Carolina) chapter. 

Held at the Hotel Charlotte in Charlotte, the 

one-day meeting consisted of lectures followed by 
round-table discussions. ‘‘Diagnosis-Art or Sci- 
ence,” “Hysterectomy—When and Why,” and 
“Behavior Problems in Children,”’ were the topics 
of discussion. 
@ Dr. John Archer, president of the Kentucky chap- 
ter, recently announced the appointment of Mr. 
Leo E. Hogan of Cave City as director of educa- 
tion for the chapter. 

In his new office, Mr. Hogan will arrange 
symposia and be responsible for promoting 
increased attendance at these postgraduate ses- 
sions. 


Family Physician Days in Maryland—Governor J. Millard 
Tawes (left) presents to Dr. Walter A. Anderson, retiring 
president of the Maryland chapter, a proclamation setting 
aside October 8 and 9 as Family Physician Days in the state. 
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Memorial Speaker— Medical Writer Ian Menzies of the 
Boston GLOBE (right), guest speaker at the Massachusetts 
chapter’s first annual Bennett I. Fielding Memorial Lecture, 
chats with Mrs. Fielding and Bay State Chapter President 
Charles A. Herrick. 
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TRICHOTINE 


solution 
for our 
examining 
room.” 


You can see for yourself the efficient detergent action of 
Trichotine solution in reducing promptly a cervical plug 
(using a saturated cotton pledget), or washing away the 
“cheesy” exudate of monilia. 


TRICHOTINE is just as effective for therapeutic irrigation by your patient at home 


The 
modern 
detergent 


““TRICHOTINE 


The same qualities — detergency, antisepsis, healing — 
make Trichotine ideal for the treatment of cervico-vagin- 
itis and leukorrheas, alone or in conjunction with other 
antimicrobials. In the itching, burning, and foul odor of 
non-specific vaginitis and leukorrhea the action of Tri- 
chotine is immediate and gratifying to the patient. 


The more you expect of a douche, the more you will use 
Trichotine in the office and prescribe it for home irriga- 
tion, and recommend it as well for postmenstrual and 
postcoital hygiene. 


“SURFACE TENSION: TRICHOTINE 34 DYNES; VINEGAR 60 DYNES; TAP WATER 70 DYNES. 


THE FESLER COMPANY, INC. 375 Fairfield Avenue, Stamford, Conn. 
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Assembly News 


THE OPENING SESSION of the 1961 Assembly—in 
fact, the entire Monday program—will be a 
radical departure from the pattern of all previous 
Assemblies. The entire afternoon, April 17 in 
Miami Beach, Fla., will be devoted to a panel 
analysis of ““The Socioeconomic Aspects of Medi- 
cal Practice Today and Tomorrow.” 

The Committee on Scientific Assembly antici- 
pates some scattered criticism of this change in 
format, from members eager to absorb new medi- 
cal knowledge during every available hour of the 
four Assembly days. Certainly, continuing study 
in the basics and new horizons of the medical 
profession is the motivating core of every As- 
sembly. A glance at the schedules for the other 
three days of the Miami Beach meeting should 
give assurance that sound, practical professional 
teaching has not been abandoned. 

The committee sincerely believes that we have 
reached a day of reappraisal—a day when the 
profession must clearly, and without bias or 
prejudice, evaluate where it stands in relation 
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1961 Assembly in Miami Beach To Open with Unusual Economic Panel 


DeTar, Askey, Reuther, Cooper, Fleming and Hassard To Draw National Attention 


Assembly Opener Panelists—The five Monday panelists, 
who will discuss their respective spheres of socioeconomic in- 
terest, are (left to right) Mr. Roger Fleming, American 
Farm Bureau; Dr. E. Vincent Askey, American Medical 


to public need, to the in- 
terests of labor and other 
special groups, to the ob- 
jectives and plans of state 
and federal government. 
In a changing world, such 
as we now have, no seg- 
ment of the economy 
may with impunity long 
deny the need for con- 
structive intelligent anal- 
ysis of its purposes, its 
techniques, its relation- 
ship to the whole. 

In the interests of such 
analysis and in the hope 
that the profession may 
begin to outline a clear 
picture, without the dis- 
coloration of either complacency or irrational 
fear, of medicine’s future, the committee has 
assembled this panel of authorities. 


John S. DeTar, M.D. 
Past Academy Presi- 
dent DeTar was the 
logical choice for mod- 
erator of the Assembly 
opener on the sociv- 
economic aspects of 
medical practice. 


Association; Mr. Walter Reuther, UAW and American 
Federation of Labor; Mr. Howard Hassard, California 
Blue Shield Plan, and Mr. Conrad Cooper, United States 
Steel Corporation. 
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potentiated therapy for mild to moderate hypertension 


Consider the benefits of Singoserp-Esidrix if it’s mild to moderate hypertension (especially 
if edema is a complicating symptom). Singoserp, a man-made analog of reserpine, lowers blood 
pressure but seems to cause fewer side effects than natural rauwolfia compounds. 
Nhen Singoserp is potentiated by Esidrix, blood pressure is lowered more effec- 
tively than with single-drug therapy. SUPPLIED IN TWO STRENGTHS: Singoserp- 
Esidrix Tablets #2 (each containing 1 mg. Singoserp and 25 mg. Esidrix) and 
Singoserp-Esidrix Tablets #7 (each containing 0.5 mg. Singoserp and 25 mg. 
Esidrix). Complete infor- 


mation available on request. Singoser p-E idrix 


Perceptive Moderator 


Because this discussion can achieve its purpose 
only if the discussions are bold, frank and forward 
thinking, it was obvious that the participants 
must present the same characteristics. With this 
stipulation in mind, the selection of the moder- 
ator was almost automatic. Dr. John S. DeTar 
has long been identified with sound, perceptive 
and courageous thinking in the areas of general 
practice interest and medical policy making. 

Members of the Academy are aware of his long 
record of service within the ranks of the organiza- 
tion, culminating in three terms as speaker of 
the Congress and, in 1956-57, as president. A man 
of vast energy, at the conclusion of his presidential 
term he turned attention to his state medical 
society and to the American Medical Association, 
where he has an outstanding record of service 
in the House of Delegates. 

Many will recall the standing ovation that 
body accorded him last year for his efforts as 
chairman of the Special Reference Committee to 
Consider the Report of the Commission on 
Medical Care Plans. Incidentally, it is interesting 
to note that during his medical school years he 
supported his family by working nights at the 
Briggs Body Plant in Detroit—where one of the 
members of this panel also worked early in his 
business life. 


Medical Representative 

Edwin Vincent Askey is the medical member 
of the five-man panel—and appropriately so 
because of his current position as president of 
the American Medical Association. Dr. Askey 
received his medical degree from the University 
of Pennsylvania and took his postgraduate work 
at Episcopal Hospital in Philadelphia. Certified 
by the Board of Surgery, he is a fellow of the 
American College of Surgeons, is senior surgeon 
and a member of the executive committee at 
St. Vincents Hospital, Los Angeles. Dr. Askey 
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has been a long-time student of techniques for 
improving medical care and the economics there- 
of. He is, of course, especially familiar with cer- 
tain plans which have been developed in the 
State of California. 


Industrial Management Viewpoint 

To represent the point of view of business— 
more specifically, the point of view of industrial 
management—the committee picked Mr. R. Con- 
rad Cooper, vice president of United States Steel 
Corporation. A graduate of the University of 
Minnesota, 34 years ago, Mr. Cooper began his 
business life as a field engineer with Universal 
Portland Cement Company. 

From 1929 to 19387 he was an industrial 
engineer with the New York Central. This close 
association with ferrous metals in many forms 
undoubtedly influenced his acceptance (1937) of 
a job as assistant to the vice president of Wheeling 
Steel Corporation, where he became assistant 
vice president of operations in 1940. Five years 
later U. S. Steel offered him the post of assistant 
vice president of industrial relations. Since 1948 
he has been vice president in charge of industrial 
engineering. 

Mr. Cooper brings to the discussions of this 
panel the experience of many years with the 
National Wage Stabilization Board and the 
Advisory Committee on European Productivity. 
He is a member of the American Iron and Steel 
Institute and of the Society for Advancement 
of Management. 

Labor’s Big Gun 

If most of the public were asked to name the 
most outstanding leader of American labor unions, 
Walter Reuther would almost certainly head the 
list. Even those who oppose him across the 
bargaining tables have a great respect for his 
dedication, his sincerity and his broad knowledge 
of the economics of the industrial worker. 

After three years of undergraduate study at 
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A U. S. Senator recently said, “In investi- 
gating the pharmaceutical industry, we are 
investigating and inquiring into an industry 
that has won and which deserves public ap- 
proval and confidence... It has been my 
judgment that the hearings to which I have 
referred, so far have been prejudiced and dis- 
torted.” To paraphrase a political saying... 


Let’s Look At ‘The Record 
Drug Prices 


In relation to “real income,” drug prices have actually de- 
clined in recent years. At prevailing wages in 1929, it took 
91 minutes of working time to pay for the average pre- 
scription. Only 86 minutes of labor paid for the average 
prescription in 1958. As one economist put it, “If the retail 
prices of drugs had risen as much as the consumer price 
index since 1939, it would cost the consumer at least an 
additional one billion dollars to buy the drug preparations 
now consumed.” He goes on to compare the $19.02 per 
capita drug expenditure in 1958 with the $37.19 spent on 
tobacco products and $53.72 for alcoholic beverages.e W hen 
your patients inquire about the cost of medication, perhaps 
these facts will be helpful in explaining that today’s pre- 
scription, averaging about $3.00, is a relatively modest 
investment in better This message is brought to you in behalf of the pro- 


ducers of prescription drugs. For additional infor- 


h e al t h an d a lon g er, mation, please write Pharmaceutical Manufacturers 
more pro duc tive | i fi e. Association, 1411 K Street, N.W., Washington 5, D.C. 
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Wayne University, Mr. Reuther’s first job, in 
1924, was with Wheeling Steel, as an apprentice 
tool and die maker. Three years later he returned 
to Detroit, where he worked for the Briggs 
division of General Motors and for Ford. In 1935 
he began organizing the auto workers. President 
of UAW in 1946, nine years later he became 
president of the CIO division of the American 
Federation of Labor. 

During World War II he came to prominence as 
labor representative on the War Manpower 
Commission, the War Production Board and the 
Mobilization Advisory Board. Mr. Reuther will, 
of course, present the point of view of labor on 
medical care, in the panel discussions. 


Farmer’s Voice 

Another voice which should be heard in any 
consideration of where we may be going in 
medical care, is that of the farmer. With the 
passing of the old horse and buggy doctor, 
struggling over snow swept or mud-mired country 
roads, has also passed yesterday’s concept of the 
quality of rural medicine and of the economics 
of “produce payment.” 

Speaking for this widespread segment of the 
American public will be Mr. Roger W. Fleming, 
secretary-treasurer of the American Farm Bureau 
Federation since 1949 and director of the Farm 
Bureau’s Washington office since 1948. Mr. 
Fleming is a graduate of Iowa State College, 
class of 1988, and for ten years prior to taking 
over his Washington post, worked with the Iowa 
Farm Bureau Federation (with time out forathree- 
year stint with the Supply Corps, U.S. Navy). 


Health Plan Proponent 


The final panelist in this star-studded group 
earned his place on the roster through years of 
dedicated belief in prepaid health plans as the 
most effective machinery for both preserving the 
private practice of medicine and bringing modern 
medical care within the reach of the public. Mr. 
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Howard Hassard received his law degree from the 
University of California and has been associated 
with California Physicians Service (the California 
Blue Shield Plan) since 1939. He has also been 
legal counsel for the National Association of Blue 
Shield Plans since its inception in 1946. In 
addition, he is legal counsel and executive director 
of the California Medical Association. He is a 
frequent contributor to the legal literature. 

As indicated previously, all of Monday after- 
noon is being devoted to this vital subject, because 
of its importance to the financial prospects and 
professional future of every physician in the 
audience. From 1:30 till 3:00 P.M. the five panel- 
ists will present their respective evaluations of 
the problem, with opinions on the best procedures 
for the future. During the final hours they will 
answer questions posed by the moderator and 
dissect each other’s differing philosophies. If you 
think the “Great Debates” between Nixon and 
Kennedy struck sparks, you won’t want to miss 
this one! 


“Let’s try it with your blouse on .. . 
My own heart is beating 
so loud I can’t hear yours!” 
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Itinerary Set for AAGP’s Shipboard Invitational Scientific Congress 


THE M.S. FRANCA C, one of the most modern 
cruise ships afloat, has been chartered for the 
shipboard meeting of the 1961 Post-Assembly 
Invitational Scientific Congress. 

At the close of the Academy’s Annual Assembly 
April 20 in Miami Beach, Fla., the Franca C will 
set sail on an 11-day cruise which will include 
four ports of call—San Juan, Puerto Rico; Mar- 
tinique; St. Thomas, and Nassau. 

An outstanding shipboard scientific program 
is being planned by the Committee on Invitational 
Scientific Congress, headed by Dr. Paul S. Read, 
Omaha, Neb. Working with him are Dr. John 
Milligan, Seattle, Wash., and Dr. Donald Kast, 
Des Moines, Ia. The program will qualify for 
Category I study credit. 

The Franca C will call first at San Juan where 
there will be a joint meeting with the Puerto 
Rico chapter, climaxed by a reception and ban- 
quet at the gracious San Juan Intercontinental 
Hotel (see cut.) 

Coupled with the scientific sessions will be an 
optional shore excursion program available for 
those desiring to explore the fascinating Carib- 
bean ports of call. 

While members are in Puerto Rico, there will 
be a motor trip of the island which will reveal 
the “old” San Juan and the mushrooming of 
modern structures. 

They will see the strides being made in the de- 
velopment of the island which is only as long as 
and twice as wide as Long Island. 

Reminders of Puerto Rico’s vividly colorful 
past will include such ancient landmarks as the 
Cathedral of San Juan Bautista built in 1527 
which holds the remains of Don Juan Ponce de 
Leon. There is also La Fortaleza which was built 
in 1533 to protect the entrance of San Juan 
harbor. 
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Further south into the Leeward Island of the 
Lesser Antilles is Martinique ‘‘where it is always 
summer.”” This friendly French possession is 
known as Madinina, queen of the Antilles. The 
island is most famous probably for the eruption 
of Mt. Pelee in 1902 which wiped out the entire 
population (40,000) of the former capital city of 
St. Pierre in just three minutes. The city’s ruins 
are called the “Pompeii of the New World.” 

The present capital is Fort-de-France, a bus- 
tling city of 66,000. A highlight of Martinique 
is the “Groupe Folklorique Martiniquais”—a 
delightfully entertaining show which will be 
included in the shore excursion program. 

Returning northward enroute by delightful 
St. Thomas, largest of the American Virgin Isles, 
astop will be made at Caneel Bay, a modern beach 


San Juan’s Intercontinental Hotel—The luxurious Inler- 
continental will be the setting for a reception and banquet 
with members of the Puerto Rico chapter. 
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Shipboard Congress 

Immediately following the close of the Assembly in Miami Beach, 
Academy members will board the M.S. Franca C, 

one of the most modern cruise ships afloat. 


the colony recently renovated by Laurance Rocke- Queen’s Staircase (66 steps said to be hewn 
ays feller. by hand out of solid rock) leads to Ft. Fincastle 
Is Docking at St. Thomas, its capital city, Char- and nearby is the famous Water Tower, 126 feet 
‘he lotte Amalie, affords interesting sightseeing. A high, where visitors get an inspiring view of the 
on day’s tour will uncover the old-world charm and city and harbor. Paradise Beach, one of the 
Are pirate folklore. Drake’s Seat, overlooking Magen’s world’s most famous beaches; the Sea Gardens 
of Bay, is said to be where the famous navigator and exciting Straw Market at Rawson Square 
Ins sat while charting the channels of the islands. help make up the charming atmosphere of the 
Also on the itinerary are the famous “99 steps’’ island. 
us- to Government House, official residence of the The cruise will be heightened by the splendid 
ue governor which is atop Government Hill, Blue- cuisine, excellent service and shipboard activities 
~a beard’s Hill and the Castle. available on the Franca C. : 
be Last stop before returning to the States is Because of the tremendous enthusiastic re- 
Nassau—most sophisticated and modern of the sponse to the cruise, members are urged to place 
ul resorts in the Bahamas, quaintly British but reservations immediately by contacting Lee Kirk- 
8, utterly lovely. Famous for its forts, Nassau offers land Travel, 1231 Baltimore Avenue, Kansas 
ch City 5, Mo. 


its largest, Fort Charlotte, with its eerie dungeons. 


San Juan’s Colorful Past—Sites such as the Fort of San 
Cristobal will show post-Assembly visitors a contrast between 
the city’s old and new. 
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On St. Thomas Island—This picturesque old street in the 
capital city of Charlotte Amalie will be seen during the St. 
Thomas port of call. 


217 


: 
4 
j 


Annual Scientific Assembly 
The American Academy of General Practice 


APRIL 17-20, 1961 
MIAMI BEACH, FLORIDA 


Assignments Will Begin on November 1, 1960. 


ALTHOUGH there is a large number of hotels in 
Miami Beach and a maximum of their rooms will 
be available for our Assembly, previous years’ at- 
tendance indicates all rooms will be assigned by 
March 1, 1961. But if you are unable to attend, 
cancel early so another member may have an 
opportunity to attend. 


REMEMBER: 


e Room assignments will be made in order 
received. 


e Reservation requests should be sent to 
the AAGP Housing Bureau, P.O. Box 
1511, Miami Beach, Florida. 


e No rooms available at the Eden Roc ex- 
cept those set aside for delegates and 
speakers. Delegates must make their 
own reservations although a block of 
rooms is reserved for them. A special 
form will be sent delegates of record. 


e Be sure to list definite arrival and de- 
parture time; names of all occupants of 
room. 


e The Congress of Delegates convenes at 


Application for Housing Accommodations 


FOR YOUR CONVENIENCE in making hotel reser- 
vations for the coming meeting of The Ameri- 
can Academy of General Practice on April 
15-20, 1961, in Miami Beach, hotels and their 
rates are listed. Use the form on the opposite 
page, indicating your first, second and third 
choice. Because of the limited number of sin- 
gle rooms available, you will stand a much 
better chance of securing accommodations at 
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2:00 p.m., Saturday, April 15, at -the 
Eden Roc Hotel. 

Academy Headquarters for the scientific 
Assembly will be at the Miami Beach 
Auditorium. Scientific sessions open at 
1:00 p.m., Monday, April 17. 


Delegates’ registration at the hotel Sat- 
urday morning, April 15. Advance regis- 
tration for members at the hotel on Sat- 
urday afternoon, April 15, and Sunday, 
April 16; also at the Miami Beach Audi- - 
torium on Sunday, April 16. Starting 
Monday morning, April 17, all registra- 
tion at the Miami Beach Auditorium. 
CANCEL EARLY if you cannot attend so 
another member may obtain a room. 


the hotel of your choice if you request rooms 
to be occupied by two or more persons. All 
reservations must be cleared through the 
housing bureau. All requests for reservations 
must give definite date and hour of arrival as 
well as definite date and approximate hour of 
departure. Names and addresses of all persons 
who will occupy rooms requested MUST be 
included. 


Volume XXII, Number6 GP 


2 
Mian 
f 
‘ 
4 


Single Twin Suite 
1. Algiers 12.00 14.00-16.00  $2.00- 48.00 
2. Atlantis 7.00 8.00-10.00 
3. Barcelona 10.00 10.00-14.00 30.00 
4. Belmar 6.00 8.00-10.00 
5. Casablanca 9.00 11.00 
6. Crown 10.00 12.00-14.00 25.00- 45.00 
7. Deauville 12.00-20.00 
8. Delmonico 14.00-16.00  16.00-18.00 
9. Delano 8.00-10.00 10.00-14.00 
10. di Lido 8.00-10.00 10.00-14.00 24.00- 42.00 
28 11. Eden Roe 14.00-16.00  18.00-20.00  25.00- 74.00 
(Headquarters Hotel—No Rooms Available) 
. Empress 8.00 10.00-12.00 
. Fairfax 8.00-10.00  12.00- 14.00 
4 . Fontainebleau 16.00-22.00  16.00-22.00 50.00-100.00 
(Also Headquarters Hotel—Limited Number of Rooms Available) 
. Lucerne 9.00 10.00-12.00  25.00- 37.00 
. Montmartre 12.00 14.00-18.00 
- National 10.00 22.00 
a - Nautilus 9.00 10.00 14.00- 22.00 
», . President Madison 8.00 10.00 20.00 
_ . Prince Michael 7.00 9.00 
. Promenade 7.00 9.00 18.00 
. Raleigh 8.00 10.00 
. Rendale 5.00 6.00 12.00- 14.00 
. Richmond 8.00 8.00 
iami . Robert Richter 10.00 
. Roney Plaza 10.00-14.00  12.00-16.00 30.00- 60.00 
: . Sagamore 10.00 12.00 18.00 
. San Marino 8.00 10.00-12.00 24.00 
Sans Souci 12.00 12.00 
Saxony 12.00-16.00  12.00-16.00 30.00 
Sea Gull 8.00 10.00-14.00 
Sea Isle 10.00 12.00-16.00 
Seville 12.00 14.00-16.00  30.00- 45.00 
Shelborne 10.00-12.00  14,00-18.00 2.00- 50.00 
. Sherry Frontenac 8.00 9.00-11.00 
. Shore Club 8.00 10.00-14.00 
. Sorrento 6.00-10.00 6.00-10.00 
. South Seas 6.00 8.00 14.00 
. Surfeomber 6.00 8.00- 9.00  20.00- 30.00 
. Surfside Plaza 8.00 10.00 
. Traymore 7.00 9.00 
. Versailles 10.00 10.00 
The above quoted rates are existing rates, but are, of course, 
subject to any change which may be made in the future. 
APPLICATION FORM FOR HOUSING ACCOMMODATIONS ALL RESERVATIONS MUST BE RECEIVED PRIOR TO APRIL 1, 1961 
AAGP Housing Bureau Please reserve the following accommodations 
P.O. Box 1511 for the AAGP Annual Scientific Assembly 
Miami Beach, Florida on April 17-20, 1961 in Miami Beach. 
Other Type of Room........................ Rate: From $.............- 
Cholee Second Choice Third Choice Hotel........................ 
THE NAME OF EACH HOTEL GUEST MUST BE LISTED. Therefore, please include the names of 
both persons for each twin bedded room requested. Names and addresses of all persons for whom you are 
requesting reservations and who will occupy the rooms asked for: 
ms 
All 
ns a : If the hotels of your choice are unable to 
In i ; your 
as (Individual Requesting Reservations) accept your reservation, the AAGP Hous- 
of ing Bureau will make as good a reserva- 
ns tion as possible elsewhere providing that 
be all hotel rooms available have not al- 
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Don’t settle for 
“slow-power” x-ray 


get a full 200-ma with your Patrician combination 


When anatomical motion threatens to device . . . automatic tube protection 
blur radiographs, the 200-ma Patrician . .. counterbalanced fluoroscope, x-ray 
can answer with extreme exposure tube and Bucky .. . full-wave x-ray 
speed, twice that of any 100-ma instal- output, 

lation. Film images show improved You alsocan rent the Patrician— 
diagnostic readability . . . retakes are through G-E Maxiservice® x-ray 
fewer. And you'll find the G-E Patri- _ rental plan. Gives you the complete 
cian is like this in everything for radi- _—_ x-ray unit, plus maintenance, parts, 
ography and fluoroscopy: built right, —_ tubes, insurance, local taxes — every- 
priced sensibly, uncompromising in __ thing — for one, uniform monthly fee. 
assuring you all basic professional ad- _— Get details from your local G-E x-ray 
vantages. Full-size 81” table . . . inde- representative, or clip coupon below 
pendent tubestand . . . shutter limiting for literature. 


GENERAL @@ ELECTRIC 


X-RAY DEPARTMENT, Milwaukee 1, Wisconsin, Room F-121 
Send me: PATRICIAN bulletin 
MAXISERVICE® bulletin 
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CONTINUED FROM PAGE 33 


On the Calendar 


* Classified by the Commission on Education as acceptable 
for postgraduate study credits under Category I. Members 
should report actual hours of attendance. Maximum hours 
listed when available. 


FEBRUARY 


*6-7: Nebraska chapter and the University of Nebraska 
College of Medicine, course in electrocardiology, Uni- 
versity of Nebraska College of Medicine, Omaha. 

6-10: The College of General Practitioners, second annual 
congress, Auckland, New Zealand. 

*16: Tom Moore (Tennessee) chapter, “Cerebrovascular 
Accidents Amenable to Surgery” and “Surgical Treat- 
ment of Acquired Vascular Disease,” Cookeville, Tenn. 
(2 hrs.) 

*17-19: Louisiana chapter, seminar on hypnosis, New 
Orleans. (20 hrs.) 

*22: Indiana University School of Medicine, course in 
orthopedics for the general practitioner, Indiana Uni- 
versity School of Medicine, Indianapolis. (7 hrs.) 

27-10: Temple University Medical Center and the Gradu- 
ate School of Medicine of the University of Pennsyl- 
vania, course in principles of immunology and allergy, 
Temple University Medical Center, Philadelphia. 

*28-2: Medical College of Georgia and the Medical Col- 
lege of Georgia Foundation, Inc., vascular disease, 
Medical College of Georgia, Augusta. (18 hrs.) 


MARCH 


*1-2: Indiana University School of Medicine, course in 
anesthesia, Indiana University School of Medicine, 
Indianapolis. (14 hrs.) 

*8-9: Indiana University School of Medicine, course in 
obstetrics and gynecology, Indiana University School of 
Medicine, Indianapolis. (11 hrs.) 

*13-17: Pennsylvania chapter and Philadelphia chapter, 
course on physiologic basis of cardiovascular diseases, 
Albert Einstein Medical Center, Philadelphia. (35 hrs.) 

15-16: Indiana chapter, annual meeting, Murat Temple, 
Indianapolis. 

“16: Nebraska and Iowa chapters, et al, course in practical 
therapeutics, Sheraton-Fontenelle, Omaha. 


G P December 1960 


*16-17: Nebraska chapter and the University of Nebraska 
College of Medicine, course in gastroenterology, Uni- 
versity of Nebraska College of Medicine, Omaha. 

20-22: Dallas Southern Clinical Society, Spring Clinical 
Conference, Medical Arts Building, Dallas, Tex. 

*22-24: University of Buffalo School of Medicine, course in 
allergy, University of Buffalo School of Medicine, 
Buffalo, N.Y. (21 hrs.) 

*24: Nebraska chapter and the University of Nebraska 
College of Medicine, course in physical medicine, Uni- 
versity of Nebraska College of Medicine, Omaha. 

*27-30: College of General Practice of Canada, scientific 
assembly, Queen Elizabeth Theatre and Hotel Van- 
couver, Vancouver. 

*27-31: Columbia University College of Physicians and 
Surgeons, clinical neurology, Mt. Sinai Hospital, New 
York City. (30 hrs.) 

28-30: Nevada Division of the American Cancer Society, 
third annual cancer seminar, Riverside Hotel, Reno, 
Nev. 

*29: Indiana University School of Medicine, cancer sym- 
posium, Indiana University School of Medicine, In- 
dianapolis. (7 hrs.) 

*30: Nebraska chapter and the University of Nebraska 
College of Medicine, course in obstetrics, Lincoln. 


APRIL 


*3-7: Columbia University College of Physicians and Sur- 
geons, course in gastroenterology, Mt. Sinai Hospital, 
New York City. (30 hrs.) 

*5-6: University of Buffalo School of Medicine, course on 
arthritis, University of Buffalo School of Medicine, 
Buffalo, N.Y. (14 hrs.) 

*10-15: University of Buffalo School of Medicine, course on 
anesthesia, University of Buffalo School of Medicine, 
Buffalo, N.Y. (39 hrs.) 

*13: University of Wisconsin Medical School, course on 
hematologic disorders in pediatrics, Wisconsin Center 
Building, Madison. (18 hrs.) 

*13-14: Columbia University College of Physicians and 
Surgeons, course in proctology, Mt. Sinai Hospital, 
New York City. (10 hrs.) 

16-21: American College of Obstetricians and Gynecolo- 
gists, meeting, Boston, Mass. 

*17-18: Nebraska chapter and the University of Nebraska 
College of Medicine, course in pediatrics, University of 
Nebraska College of Medicine, Omaha. 

*17-20: American Academy of General Practice, Annual 
Scientific Assembly, Miami Beach Auditorium and Con- 
vention Hall, Miami Beach, Fla. (14 hrs.) 


221 


|| 
= 


THE FIRST MEDICATION FOR 


SIMULTANEOUS, OVER-ALL 


MANAGEMENT OF CHRONIC GOUT AND GOUTY ARTHRITIS 


NEW 


combines 3 superior agents in 1 tablet for more comprehensive treatment: 


FLEXI!IN® Zoxazolaminet, 100 mg.: the most potent 
uricosuric agent available 1-3—yet exhibits minimal side 
effects.4 Promotes maximum excretion of urates...facil- 
itates resorption of tophi and prevents formation of new 
deposits. Relieves chronic joint pain and helps restore 
mobility. 


Coccnicine, 0.5 mg.: the time-tested specific for gout 
—most effective in preventing acute attacks.1.5.6 


TYLENOL Acetaminophen, 300 mg.: the effective 
nonirritating analgesic? which relieves chronic aches 
and pains without interfering with uricosuric action.®.9 


Average Dose: One tablet three times a day after meals. 


Supplied: Scored, beige tablets, imprinted McNEIL, bottles of 50. 


Literature on method of administration and dosage is available upon 
request. 


References: 

(1) Boland, E. W.: World-Wide Abstracts 3:11, 
1960. (2) Talbott, J. H.: Arth. & Rheumat. 
2:182, 1959. (3) Burns, J. J.; Yi, T. F.; Berger, 
L., and Gutmen, A. B.: Am. J. Med. 25:401, 
1958. (4) Kolodny, A. L.: J. Chron. Dis. 11:64, 
1960. (5) Beckman, H.: Pharmacology in Clin- 
ical Practice, Philadelphia, Saunders, 1952, 
pp. 515-516. (6) Talbott, J. H.: J. Bone & Joint 
Surg. 40-A:994, 1958. (7) Batterman, R. C., 
and Grossman, A.: J.A.M.A. 159:1619, 1955. 
(8) Connor, T. B.; Carey, T. N.; Davis, T., and 
Lovice, H.: J. Clin. Invest. 38:997, 1959. 
(9) Reed, E. B.: Unpublished data. 


Patent No. 2,890,985 343460 


| McNEIL | McNEIL LABORATORIES, INC - PHILADELPHIA 32, PA. 
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ELECTION of Sen. John F. Kennedy as Pres- 
ident confronted the nation’s physicians with a 
Serious challenge concerning federal legislation 
for health care of the aged. 

Kennedy pledged himself during the campaign 
“to the immediate enactment of a program of 
medical care for the aged through Social Security” 
=a program which is vigorously opposed by the 
overwhelming majority of the medical profession. 

The Democratic President-elect described as 
imadequate the Kerr-Mills plan which became 
law last summer with the support of organized 
medicine. It provides for a federal-state program 
of health care for elder needy and near-needy. 

Kennedy’s pledge of immediate action indi- 
cated that the issue probably will be raised next 
year in Congress. The social security approach 
to the problem was defeated in Congress this year. 

Kennedy proposed a program that “‘would ex- 
tend to our elder citizens a life policy of paid-up 
medical insurance”’ to provide hospital and nurs- 
ing home benefits and x-rays and laboratory tests 
on an outpatient basis. 

Other points in Kennedy’s medical program: 

Federal grants for construction, expansion and 
modernization of medical, dental and public 
health schools (the American Medical Associ- 
ation has supported the principle of one-time 
federal grants-in-aid on a matching basis for con- 
struction and renovation of medical schools). 

Federal loans and scholarships for medical 
students. 

Federal grants for renovating older hospitals. 

Long-term federal grants for increased medical 
research, including basic research. 

Expansion of federal programs for rehabilita- 
tion of handicapped or disabled persons. 


Other Washington Developments 
DOCTOR DRAFT 


Up to 500 young physicians face a possible 
military draft call next spring. 
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Washington 
Report 


A Defense Department spokesman said that so 
far the number of volunteers among interns and 
residents is about 500 short of the number of 
physicians that the armed services will need for 
the 1962 fiscal year beginning next July 1. The 
Army, Navy and Air Force estimate that they 
will need about 2,000 doctors for replacements 
next year. 

Defense officials will wait until next March be- 
fore asking Selective Service to make any draft 
call for doctors. The military officials hope that 
by then enough young doctors will volunteer to 
make a draft call unnecessary. 

The armed services, which need about 10,000 
physicians for their present manpower strength 
of about 2.5 million, have not drafted any doctors 
since 1957. The doctor draft was’started in 1950 
and through 1957, draft calls were issued for 
12,051 physicians. A substantial majority of 
them were called for the Army. 

Most of those receiving draft calls (all but 83) 
volunteered after receiving notification of draft. 
A few of the 83 turned down a commission but 
were assigned to medical duties anyway. How- 
ever, their duties didn’t involve the responsibility 
or authority of a commissioned officer. 


FEDERAL SPENDING IN MEDICAL FIELD 


Federal spending in the medical field is expect- 
ed to exceed $3.7 billion in the current fiscal year. 

Congress appropriated this amount for fiscal 
1961, continuing a trend of recent years of pro- 
viding increased funds annually for federal med- 
ical programs. The fiscal 1961 total was $500 mil- 
lion more than provided in 1960, which in turn 
was up $216 million from the preceding year. 

Three agencies—the Department of Health, 
Education and Welfare ($1.6 billion), the Veter- 
ans Administration ($1 billion) and the Defense 
Department ($800 million)—were allotted the 
bulk of the 1961 total. 

The National Institutes of Health received the 
major share of HE W’s $300 million increase over 
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iron deficiency anemia in infants continues to be a major health 
problem. has Been shown that milk is an exce/lent vehicle 
dietary requirements plus » for iron administration:!.* 


OPTIMUM NUTRITION: 
Previding ah the normal 
reserve for stress situations. 
absorption is high; 
satisfactory hemoglobin responses are demonstrated; 
1. Schutz, Jeannette & Smith, urb. afr mini ect, 

Nils Dis. Child. digest disturbances are imized 


is WhyBaker’s Macified Milk provides iron (7:3 mg per quart 
32:125 (1953). at 1:1 difution). The Baker Laboratories, inc. Cleveland 3, Ohio. 
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AMA Washington Report 


1960. NIH was voted $560 million, up $400 mil- 
lion from fiscal 1960. 

Of the total, $111 million—a $20 million in- 
crease—went to the National Cancer Institute. 
The Mental Health Institute fund was increased 
from $68 million to $101 million. The NIH re- 
ceived $84 million for general research and serv- 
ices, an increase of $38 million. 

The Hill-Burton hospital construction pro- 
gram was allotted $150 million, the same amount 
as last year. 

The total for various VA medical programs 
was $67 million more than in fiscal 1960. It in- 
cluded $766.4 million for inpatient care at VA 
hospitals; $86.5 million for outpatient care; $70.4 
million for construction and modernization of 
hospitals; $35.3 million for domiciliary care; 
$22.5 million for medical research, and $15.2 mil- 
lion for contract hospitalization. 

Of the Defense Department total, $71.6 million 
was appropriated for the Medicare program of 
treatment and hospitalization of dependents of 
military personnel. This fund was divided: Army 
$30.2 million, Navy $22.5 million and Air Force 
$18.9 million. 

The Army is stepping up its program concerned 
with defense against germ warfare. Supplies of 
antibiotic drugs are being tripled and experiments 
are being conducted with live vaccines that 
might be used in germ warfare defense. 

Col. W. D. Tigertt told the 77th annual con- 
vention of the Association of Military Surgeons 
of the United States that the Army decision to 
build up its stockpile of antibiotics was based 
on evidence that “practically all diseases due to 
bacteria and rickettsia, as well as to certain of 
the viruses, can be controlled readily” by the early 
use of antibiotics taken orally. 

Colonel Tigertt listed as promising experimen- 
tal live vaccines, a Russian-developed vaccine 
against rabbit fever in humans and a vaccine 
against Venezuelan equine encephalomyelitis 
which also can infect man. 
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He didn’t speculate on the possibility of germ 
warfare beyond the statement that “there is an 
enemy capability of unknown magnitude to in- 
duce illness in varying numbers of personnel 
through exposure to biological agents.” 

Army sources also disclosed that the Defense 
Department plans to more than double its spend- 
ing over the next several years on both lethal and 
nonlethal weapons for chemical and biological, or 
germ, warfare. These weapons will be capable of 
delivery by a variety of means ranging from hand 
grenades to high-speed aircraft. 


FAA MEDICAL ADVISORY COUNCIL 
The Federal Aviation Agency named 11 physi- 


‘cians to help the Bureau of Aviation Medicine 


in planning the development, operation and co- 
ordination of FAA’s medical program. 

One purpose of the council is to serve as a medi- 
um of exchange of views between the FAA and 
the medical profession at large. Physicians re- 
ceiving a one-year appointment to the council 
were: 

Dr. William F. Ashe, Jr., chairman of the 
department of preventive medicine, Ohio State 
University; Dr. C. I. Barron, medical director of 
Lockheed Aircraft Corporation, Burbank, Calif.; 
Dr. Neal Baxter, medical director of Westing- 
house Corp., Bloomington, Ind.; Dr. Robert H. 
Felix, director of the National Institute of Men- 
tal Health; Dr. George J. Kidera, medical direc- 
tor of United Air Lines; Dr. W. Randolph 
Lovelace, director of the Lovelace Foundation for 
Medical Education and Research, Albuquerque, 
N.M.; Dr. Ross A. McFarland, professor of en- 
vironmental health and safety, Harvard School 
of Public Health; Dr. Lemuel Clyde McGee, 
attending chief of the Department of Medicine, 
Delaware Hospital; Dr. Charles M. Starr, recent 
past president of the Flying Physicians Associa- 
tion; Dr. Jan H. Tillisch, consultant in internal 
medicine, Mayo Clinic; Dr. Benjamin J. Wolpaw, 
ophthalmologist, Cleveland. 
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BESIDES jogging and refreshing you on 
diagnosis and therapy, 1960 Abstracts 
brings you new ideas presented at the 
Scientific Assembly in Philadelphia. You 
get information you can use about con- 
ditions you encounter. Of 141 articles, 14 
deal with obstetrics and gynecology. Ten 
concern pediatrics. Eight discuss arth- 
ritic conditions. 

You appreciate how quickly Abstracts 
delivers its content (see the opposite 
page to learn how this is accomplished). 
In brown imitation leather binding, Ab- 
stracts look good on your desk or shelf 
— shows you’re interested in staying 
abreast of science. The price is ten dol- 
lars a copy, postage paid. Satisfaction 
guaranteed or your money back. 


MATHEW R. FITZPATRICK, M.D., 
inspects a copy of Abstracts. 
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: 
this coupon i 


—today! 


AS SOON AS it is published, please send me one copy of 1960 Abstracts 
(summary of Philadelphia Assembly) and bill me for ten dollars. I 
understand if I am not satisfied I may return the book without obliga- 
tion. 


City, ZONE, STATE 


USEFULNESS in your practice typified 
the offerings at Philadelphia last March. 
This helped us when time came to con- 
dense the program for you to review. 
(The ten abstractors and I have prac- 
tices similar to yours.) Here, for exam- 
ple (listed at the lower right of this 
page), are eight of 141 titles you’ll find 
in 1960 Abstracts. 

Before the meeting, scientific exhibi- 
tors sent us descriptions and illustra- 
tions of their displays. Then, during As- 
sembly, one of our committeemen studied 
each booth, collected literature, chatted 
with the exhibitor and took notes. 

In the lecture hall, the doctor covering 
a presentation sat in on it, reviewed a 
transcription of the speech’s taped re- 
cording, then edited an abridgement pre- 
pared by the speaker himself. 

Finally, we boil and condense and 
whittle each presentation until you get 
the kernel—the very pith. It comes to 
you in outline with illustrations (some 
in color) when indicated. 

The whole Assembly is bound into one 
book of 288 pages, 834” by 1114” in size. 
I feel certain 1960 Abstracts could be of 
value in your practice. See if you agree. 
Clip, mark and mail the coupon today 
for a copy to inspect. 
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Secrets 

of Summarizing 
a Scientific 
Assembly 


by 

ALBERT §. DIX, M.D., 
Medical Editor 
1960 Abstracts 


Crisis; Abdominal or Cardiac? 
Nutrition Nonsense 

Cancer Detection in Well Adults 
Family Centered Obstetrics 

The Postpartum Patient 
Congestive Heart Failure 

Who Has VD? 

Hypnosis in General Practice 
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INJECTION 


ARAMINE 


METARAMINOL 


provides combined pressor, myocardium- 
Stimulating effect with no tissue slough reported 


ARAMINE ‘‘Metaraminol combines strong pressor effect with 
myocardial-stimulating action .. 

ARAMINE can be administered for balanced pressor, myo- 
cardium-stimulating effect by any desired route—intravenous, 
intramuscular or subcutaneous—with no reported tissue slough 
and with minimal risk of causing arrythmias. Repeated injections 
of ARAMINE appear to elicit no tachyphylactic response. 

ARAMINE is always ready for immediate use—no dilution is re- 
quired. These advantages of ARAMINE make it equally valuable 
in shock accompanying anaphylaxis, brain damage, infectious 
disease, hemorrhage, surgery, trauma. 


Supplied: jn 1-cc. ampuls and 10-ce. vials (10 mg. per cc.). 
ARAMINE is a trademark of Merck & Co., INC. 


ADDITIONAL information is available to physicians on request. Address Professional Service 
Department, West Point, Pa. 


1. Selzer, A. and Rytand, D.A.: COUNCIL ON DRUGS, Report to Council J.A.M.A. 168:762, 
(Oct. 11) 1958. 
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lowers blood pressure 


drains excess water 


calms apprehension 


Created especially for those patients whose 


emotional condition complicates the treatment 


of hypertension and congestive failure 


Now the most widely prescribed 
diuretic-antihypertensive, hydro- 
chlorothiazide, is combined with the 
most widely prescribed tranquilizer, 
meprobamate. Called ‘‘Miluretic’’, 
it constitutes new, effective therapy 
for hypertension and congestive 
failure—especially when emotional 
factors complicate your treatment. 


What does Miluretic do? Both com- 
ponents are of proven value in 
hypertension. And in congestive 
failure, Miluretic induces smooth, 
continuous diuresis. Miluretic’s 


new 


biggest advantage is that it tran- 
quilizes hypertensive and edema- 
tous patients safely and quickly. 
Avoids side effects of other 
antihypertensive agents 
Antihypertensive agents derived 
from Rauwolfia often cause reac- 
tions such as depression and nasal 
congestion; Miluretic does not. 


Miluretic is a highly effective, safe 
combination that gives the physi- 
cian new convenience in the treat- 
ment of hypertension and congestive 
failure. 


Miluretic 


MILTOWN + HYDROCHLOROTHIAZIDE 


Composition: 200 mg. Miltown (meprobamate, 
Wallace) + 25 mg. hydrochlorothiazide 


at all 


Dosage: For hypertension, | tablet four times a day. For 
congestive failure, 2 tablets four times a day. 


Supplied: Bottles of 50 white, scored tablets 
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ve anxiety either accompanying or causing soma 


tic distress 


advantages you can expect to see with Stelazine 


brand of trifluoperazine 


e Prompt control of the underlying anxiety. Beneficial effects are often seen within 24-48 hours. 
e Amelioration of somatic symptoms. Marx! reported from his study of 43 office patients that 
‘Stelazine’ “‘appeared to be effective for patients whose anxiety was associated with organic—as 
well as functional disorders.” 

e Freedom from lethargy and drowsiness. Winkelman? observed that ‘Stelazine’ “produces a 
state approaching ataraxia without sedation which is unattainable with currently available neuro- 
leptic agents; its freedom from lethargy and drowsiness makes [‘Stelazine’| extremely well accepted 


by patients.” 
Optimal dosage: 2-4 mg. daily. Available as 1 mg. and 2 mg. tablets, in bottles of 50 and 500. 


N.B.: For further information on dosage, side effects, cautions and contraindications, see available comprehensive 
literature, Physicians’ Desk Reference, or your S.K.F. representative. Full information is also on file with your pharmacist. 


1. Mars. FJ. in Farther Clinical and Laboratory Stdis, Philadelphia, Lea & Febiger, 1959, p. 89. SM 
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In CONSTIPATION... 
Relief ? Certainly. 
But, what about the atonic bowel? 


MODANE 


for both! 


Consider the task . . . Usually it is more than 
just moving fecal matter. Often, the atonic 
bowel cries for rehabilitation! MODANE answers 
both needs. 


FOR ONE HALF OF THE PROBLEM 


MODANE provides Danthron—non-irritating, non- 
habit-forming, overnight de-constipant which acts 
gently, positively, on the large bowel only. 


- - - FOR THE OTHER HALF 


MODANE supplies Pantothenic Acid vital to the 
body’s formation of coenzyme A which is, in turn, 
essential for acetylation of choline—so necessary 
for normal bowel tone and peristaltic efficiency. 


3 IDEAL DOSAGE FORMS ! 


Each Modane Tablet contains 75 mg. Danthron (1.8 Dihydroxyanthraquinone) and 
25 mg. Calcium Pantothenate. Each Modane Mild Tablet and each teaspoonful 
Modane Liquid contains 37.5 mg. Danthron and 12.5 mg. Calcium Pantothenate. 
Dosage — 1 tablet, teaspoonful, or fractional teaspoonful, immediately after the 
evening meal. 


WARREN-The 


THE WARREN-TEED PRODUCTS COMPANY 


COLUMBUS 8, OHIO 
“haamaceuse™ Dallas * Chattanooga * Los Angeles * Portland 


¥ 
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The hematologic progress of Infant +1810’ 


Male, healthy, one of a 
control group fed on 


Ee evaporated milk formula 


\ 4 
19 \ \ 
\ 


elevated iron-binding 
capacity may precede by 
t several weeks the fall in 
s hemoglobin due to iron 
1 deficiency.’ Prophylactic 


feedings of Similac With 


4 
.¥ Decreased serum iron and 


Iron (as with infant 
#1810") can help prevent 


Serum 


ion | the development of clinical 
iron depletion. 


Lahey points out, “Even a 
w ‘good’ diet may, in the 


10 


quantities eaten by an 
infant, provide less than 
the required amount of 
iron. . .evidence, then, 

s suggests that though the 
physician should continue 
to recommend a 

* diet, he should not depend 


> 


15| 3 |= solely on it for the 
? 8 prevention and cure of iron 
deficiency anemia in 
= 992 

children. 
| ok. Age in Months 1. Marsh, A. K.: 

1 2 3 4 5 6 7 8 Personal communication. 
2. Lahey, M. E.: Pediat. Clin. 
*infant removed from control group; feeding changed to Similac With Iron North America 4:481 (May) 1957. 


from a marginal deficiency to 
a comfortable margin with 


Similac With lron 


12 mg of ferrous iron per quart of formula 


Assured Iron Intake in every Feeding to 


‘@: ROSS LABORATORIES Columbus 16, Ohio 


ermine 
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Powdered 


For the first time in years, a physician draft may 
be in the offing, possibly in March. When the 
Pentagon found that an alarmingly inadequate 
number of draft-vulnerable interns expressed 
preference for starting military training next 
July, its calculators estimated the services will 
have to fill more than 500 medical corps vacan- 
cies in mid-1961. The anticipated shortage could 
only be relieved by calling on Selective Service 
to tap the number needed. 


A new type of vaccinat- 
ing device that looks 
like a man’s nine-point- 
ed crown ring has been 
developed by University 
of Illinois’ Dr. Harvey 
Kravitz. Made of plas- 
tic, it is pressed inte the 
skin swiftly and pain- 
lessly and scars pro- 
duced are only half the 
size of needle scars. The 
percentage of takes has 
increased from 93 to 98 
per cent. 


As of August 31, the Hill-Burton cumulative rec- 
ord showed a total of 5,235 projects approved to 
date, with a total estimated cost of $4,513,864,721. 
The government’s share is about 30 per cent of 


that figure. 


The New York City Department of Hospitals is 
preparing short- and long-range plans to cope 
with an anticipated critical physician shortage. 
The reason: Many members of the department’s 
foreign-trained house staffs may have failed the 
Educational Council for Foreign Medical Grad- 
uates exam. The commissioner has asked for 
emergency funds to pay visiting staff physicians, 
who would perform services usually handled by 
interns and residents in emergencies. 
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Quantum Sufficit 


Arecent Washington conference of state public 
welfare administrators indicated that only five 
states are committed to participate without de- 
lay in the new eldercare medical program author- 
ized by 1960 social security amendments. Thirty- 
two states not only lack statutory authority— 
their intentions are doubtful as far as seeking it 
is concerned. 


A Milwaukee doctor supplies further evidence in 
support of legislation protecting physicians from 
malpractice, assault and unauthorized treatment 
suits when they give first aid. He gave emergency 
treatment to seven auto accident victims, and 
from five, he received no payment, was slapped 
with $100,000 lawsuits by the other two. 


A California court has held that denial of a physi- 
cian’s right to practice in a public hospital must 
be based on “existing cause” rather than on past 
conduct. 


Beginning in the fall of 1961, Johns Hopkins Uni- 
versity will start increasing its enrollment by 
about 20 per cent. This will mark the first major 
change in the medical school classes in more than 
35 years. 


U.S. doctors in private 
practice annually do- 
nate $658 million worth 
of free medical care. 
Specialists donate $381 
million, general practi- 
tioners, $277 million. 
The majority of free 
care goes to private pa- 
tients treated without 
charge, with outpatient 
clinic service and hos- 
pital ward service each 
receiving a large por- 
tion. 
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THIAZOLE— 
NEOMYCIN SUSPENSION 
with PECTIN and KAOLIN 
CAUTION: Federal prohibits 
Sispensing without prescription. 
Merck Sharp & Dohme 


Division of Merck & Co... 
Phitadeiphia, Pa. 


Cremomycin, provides rapid relief of virtually all diarrheas 


NEOmYCIN—rapidly bactericidal against most intestinal pathogens, but relatively ineffec- 
tive against certain diarrhea-causing organisms. 

SULFASUXIDINEg@ (succinylsulfathiazole)—an ideal adjunct to neomycin because it is highly 
effective against Clostridia and certain other neomycin-resistant organisms. 

KAOLIN AND PECTIN—Coat and soothe the inflamed mucosa, adsorb toxins, help reduce 
intestinal hypermotility, help provide rapid symptomatic relief. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


AND SUL’ ARE OF MERCK & CO., INC. 
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ALWAYS SPECIFY 
ARMOUR 
THYROID 


ARMOUR THYROID for over half a century has been more 
widely prescribed...more widely dispensed than any other 
thyroid product. Pioneer in thyroid standardization, Armour’s 
rich background of expe- BY ANY 


rience assures you of un- 
MEASUREMENT 


surpassed quality, uniform 


potency and consistent G THE THYROID 
therapeutic effects. 23 OF CHOICE 
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© brings prompt relief. A proven skeletal muscle | 
muscle relaxant, PARAFLEX rapidly relieves painand 
. Just a single 1- or 2-tablet dose provides 
for up to 6 hours. PARAFLEX is equally effective in other musculoskeletal 
ee. cs oe rs, such as myositis; whi h injuries, low back pain, and fibrositis. Side effe ks, 
L LABORA ES. INC PHILAI TI DLITA 29 DA 


MAUSE...JUST ONE TABLET MAINTAINS EFFECTIVE 
ACTIVITY FOR 24 HOURS ny ine 


advantages: ECONOMY AND CONVENIENCE—1-tablet- 
®  a-day regimen reduces possibility of omitted doses, 

lets the patient sleep through the night. ENHANCED 

peage: Initial (first day)—2 tablets (1 Gm, .) for mild or moderate infections, or 4 tablets (2 Gm.) for severe infections, Maintenance — 


Gl EFFECTIVENESS—rapid absorption together with 
Btable: (0.5 Gm.) daily. Children’s dosage: According to weight. See literature for detai's of dosage and administration. Available: 


slow excretion assures dependable bacteriostasis 
Heeored tablets of 0.5 Gm., bottles of 24, 100 and 1,000. 


in urinary tract infections, certain respiratory infec- 
for a one MIDICEL ACETYL SUSPENSION (N' acetyl sulfamethoxypyridazine, Parke-Davis) tempting butterscotch 


soft tissue infections caused by sulfonamide-sensi- 
tive organisms. WELL TOLERATED—low dosage and 
high solubility minimize possibility of crystalluria. 


tions, bacillary dysenteries, as well as surgical and 
course, only one dose a day. Children’s dosage: According to weight. Available: 250 mg. per 5 cc., in 4-0z. bottles. 
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for prompt 
‘control 
of urinary tract 
infections 


Capsules 


Science 
for the world’s 
well-being" 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, New York 


IN BRIEF 


Urobiotic Capsules provide control of urinary infec- 
tions through effective Terramycin and sulfamethizole 
concentrations in the blood and urine, plus the prompt 
analgesic effect of phenylazo-diamino-pyridine upon 
the inflamed mucosa. Each Urobiotic Capsule contains 
125 mg. Cosa-Terramycin (oxytetracycline with glu- 
cosamine), 250 mg. sulfamethizole, and 50 mg. 
phenylazo-diamino-pyridine HC]. 


INDICATIONS: Urobiotic is indicated in the treat- 
ment of a number of common genitourinary infections 
caused by susceptible organisms. It may also be used 
prophylactically before and after genitourinary or 
pelvic surgery, following instrumentation procedures, 
during the use of retention catheters, and in patients 
with conditions such as cord bladder or cystocele. 


DOSAGE: In adults, a dose of 1 or 2 capsules four 
times daily is suggested, depending upon the severity 
and response of the infection. In children under 100 
Ibs., the suggested average dose is 1 capsule four times 
daily; in children under 60 lIbs., 1 capsule three times 
daily. Therapy should be continued for a minimum of 
7 days or until bacteriologic cure. 


CONTRAINDICATIONS: Urobiotic may be contra- 
indicated in patients with chronic glomerulonephritis, 
hepatitis, hepatic failure, uremia, and obstructive 
lesions of the urinary tract, and should not be used in 
patients sensitive to any of its components. 


PRECAUTIONS: The use of broad-spectrum anti- 
biotics may in rare cases result in an overgrowth of 
nonsusceptible organisms, such as monilia or staphylo- 
cocci. Should such superinfection occur, therapy with 
Urobiotic should be discontinued and specific therapy 
instituted as shown by susceptibility testing. The usual 
precautions for sulfonamide therapy should be followed 
when using Urobiotic. 


SUPPLY: Urobiotic capsules, yellow and grey with 
“Pfizer” imprint, bottles of 50. 


Detailed professional information is available on 1é- 
quest from Pfizer Laboratories Medical Department. 
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SELECTIVELY LOWERS 


LOMOTIL represents a major advance over the 
opium derivatives in controlling the propulsive 
hypermotility occurring in diarrhea. 

Precise quantitative pharmacologic studies dem- 
onstrate that Lomotil controls intestinal propulsion 
in approximately 41 the dosage of morphine and 
%o the dosage of atropine and that therapeutic 
doses of Lomotil produce few or none of the diffuse 
untoward effects of these agents. 

Clinical experience in 1,314 patients amply sup- 
ports these findings. Even in such a severe test of 
antidiarrheal effectiveness as the colonic hyperac- 
tivity in patients with colectomy, Lomotil is effec- 
tive in significantly slowing the fecal stream. 

Whenever a paregoric-like action is indicated, 
Lomotil now offers positive antidiarrheal control 
... with safety and greater convenience. In addition, 


LOW DOSAGE EFFECTIVENESS 


ATROPINE 
EFFICACY AND SAFETY of Lomotil are indicated by its low median effective 
dose. As measured by inhibition of charcoal propulsion in mice, Lomotil was 
effective in about 1; the dosage of morphine hydrochloride and in about Vo the 
dosage of atropine sulfate. 


MORPHINE 


GP 


December 1960 


PROPULSIVE MOTILITY 


as a nonrefillable prescription product, Lomotil 
offers the physician full control of his patients’ 
medication. 

PRECAUTION: While it is necessary to classify 
Lomotil as a narcotic, no instance of addiction has 
been encountered in patients taking therapeutic 
doses. The abuse liability of Lomotil is comparable 
with that of codeine. Patients have taken therapeu- 
tic doses of Lomotil daily for as long as 300 days 
without showing withdrawal symptoms, even when 
challenged with nalorphine. 

Recommended dosages should not be exceeded. 

DOSAGE: The recommended initial dosage for 
adults is two tablets (5 mg.) three or four times 
daily, reduced to meet the requirements of each 
patient as soon as the diarrhea is controlled. Main- 
tenance dosage may be as low as two tablets daily. 
Lomotil, brand of diphenoxylate hydrochloride 
with atropine sulfate, is supplied as unscored, un- 
coated white tablets of 2.5 mg., each containing 
0.025 mg. (%4400 gr.) of atropine sulfate to dis- 
courage deliberate overdosage. 


Subject to Federal Narcotic Law. 


Descriptive |i and di i for use available 
in Physicians’ New Product Brochure No. 81 from 
6.0. SEARLE aco. 

P.O. Box 5110, Chicago 80, IIlinois 
Research in the Service of Medicine 
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December, 1960 


The American Academy of General Practice is a 
national association of physicians engaged in the general 
practice of medicine and surgery. It is dedicated to the 
belief that general practice is the keystone of American 
medicine, and to the conviction that continuing study is 
the basis of sound general practice. It is the role of GP, 
official publication of the Academy, to provide constantly 
the best postgraduate literature in all phases of general 
practice in its scientific section. In other regular deport- 
ments it carries articles and official reports pertinent to 
the work of the Academy’s 15 standing committees. 


GP is published monthly by the American Academy of 
General Practice. Materials for publication should be 
addressed to the Editorial and Business Offices: Volker 
Boulevard at Brookside, Kansas City 12, Missouri. 
Publication Office (printer): 350 East 22nd Street, Chi- 
cago 16, Illinois. One dollar a copy. By subscription: 
$5 a year to members of the American Academy of Gen- 
eral Practice: $10 a year to others in U.S.A.; $12 in 
Canada; $14 in other foreign countries. Second class 
postage paid at Kansas City, Missouri, and at addi- 
tional mailing offices. Printed in U.S.A. by R. R. 
Donnelley & Sons Company at The Lakeside Press, 
Chicago. Copyright 1960 by the American Academy of 
General Practice. 


SCIENTIFIC ARTICLES 


Hypnosis in Juvenile Delinquency 
Norman H. Mellor, M.D. 


Dynamic psychotherapy with the aid of hypnosis can be very 


effective in handling the problem of juvenile delinquency. 


The Influence of Climate on Patients with 
Cardiovascular Disease ...... 
Louis A. Kapp, M.D. and James K. McGuire, Ph.D. 


This is an up-to-the-minute review of the factors in climate which 
can affect the cardiac patient, with a critical appraisal of the 
climatic conditions of areas where the retired cardiac might best 
reside. 


Reactions to Intramuscular Benzathine Penicillin G. 


Jerome A. Moore, Capt., MC, USN, and Ronald H. Woody, 
Lt., MC, USN 


Benzathine penicillin G given intramuscularly, although extremely 

effective as a prophylactic agent in streptococcus infections, may 

cause some annoying side reactions. 
Respiratory Distress of the Newborn . 

Jerome T. Nolan, M.D. 

Neonatal mortality is still a problem, particularly deaths due to 
respiratory conditions. This article indicates the method of pre- 
venting deaths in this group. 
The Family Doctor and Preventive Dentistry 
Eugene W. Hall, M.D. 

The concepts of good oral hygiene and the use of fluorides in the 
prevention of dental caries are discussed by an Academy member. 
A New Method of Perineal Hygiene 

Phillip L. Rossman, M.D. 

Dr. Rossman describes a novel method of achieving good perineal 

hygiene in all patients—including those who are handicapped. 
Practical Therapeutics: 

Treatment of Thyrotoxicosis During Pregnancy 

Ralph C. Benson, M.D. 


Several methods of treatment are compared as to the advantages and 
disadvantages of each one. 
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Watch for... 


these and other timely and informative ar- 
ticles scheduled to appear in coming issues. 


The Treatment of Psoriasis. ASHTON L. WELSH, 
M.D, This is a comprehensive review of the 
therapy suggested for psoriasis, with frank 
comments by the author and a detailed descrip- 
tion of his own method of treatment. 


An Evaluation of Radioiodine Tests of Thyroid 
Function. RICHARD M. CRAIG, M.D. AND 
ROBERT A. FLAHERTY, M.D. Which of the 
many radioiodine tests of thyroid function gives 
the most accurate information? This study, 
performed on 525 patients, gives the answer. 


Evaluation of Critical Factors in Extracorporeal 
Circulation. GERALD H. PRATT, M.D., WILLIAM 
WOLFF, M.D. AND JOHN COMER, M.D. A timely 
review of the problems presented by open heart 
surgery. The program necessary to carry out 
this procedure is clearly described. 


The Risks of Complication in Benign Gastric 
Uleer. Eppy D. PALMER, LT. COL., MC, USA. 
The course, complications and treatment of 
over 300 patients with gastric ulcer are dis- 
cussed. Complications while patients are 
asymptomatic are particularly high in this 
group as compared to those with duodenal ulcer. 


Treatment of the Nonmalignant Unhealthy Cer- 
vix:Cervicitis. JAMES A. MERRILL, M.D. 
Chronic cervicitis presents some difficult prob- 
lems in treatment, but it can be properly taken 
care of in an office procedure outlined by the 
author. 


The Use of Screening Techniques in Family 
Practice. RoBert R. HUNTLEY, M.D. AND 
KERR L. WHITE, M.D. The authors present an 
evaluation of tests which are most likely to detect 
unrecognized chronic illness. 
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NEW...for high levels of control in petit mal epilepsy 


® 
Latest member of the Parke-Davis Family of Anticonvulsants 
In an extensive clinical study* involving 109 children with petit mal, 
the investigators found ZARONTIN to be: EFFECTIVE —“Quite a few 


(ethosuximide, Parke-Davis) patients, never before helped by any drug, have been completely con- 
trolled for several years on [ZARONTINI.” SPECIFIC —“Petit mal cases responded remarkably well to [ZARONTINI....” 
“Quick and dramatic reduction of attacks occurred in most of 109 patients studied....” WELL TOLERATED—These inves- 
tigators found in this series of patients that “...side effects were mild and infrequent.” DEPENDABLE—‘“Results to 
date unquestionably favor the action of [ZARONTIN) as far as ability to hold former gains is concerned.” PACKAGING: 
ZARONTIN (ethosuximide, Parke-Davis) Capsules, 0.25 Gm., bottles of 100. 


other members of THE PARKE-DAVIS FAMILY OF ANTICONVULSANTS —for grand mal and psychomotor seizures: 
DILANTIN® Sodium (diphenyihydantoin sodium, Parke-Davis) is supplied in several forms including Kapseals,® 0.03 Gm. 
and 0.1 Gm., bottles of 100 and 1,000 + PHELANTIN® (Dilantin 100 mg., phenobarbital 30 mg., desoxyephedrine hydro- 
chloride 2.5 mg.) Kapseals, bottles of 100 - for the petit mal triad: MILONTIN® (phensuximide, Parke-Davis) Kapseals, 
0.5 Gm., botties of 100 and 1,000; Suspension, 250 mg. per 4 cc., 16-ounce bottles - CELONTIN® (methsuximide, 
Parke-Davis) Kapseals, 0.3 Gm., bottles of 100. 
See medical brochure, available to physicians, for details of administration and dosage. PARKE- D AVIS 


*Zimmerman, F. T., & Burgemeister, B. B.: Neurology 8:769, 1958, 44360 
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This is GP’s eleventh Christmas message. 
Some have paraded a year 
of progress, others have simply echoed 
the spirit of Weihnachten. 


None have mirrored pride—only humility. 


And so it is this year. 

To a world possessing more than 

its full measure of avarice and greed 
come still a few brief days when people 
on both sides of the Iron 

and Bamboo Curtains don’t measure 
values on a rocket range. 

Then these days pass—and the world 
again returns to its hurly-burly hubbub. 
This then is our wish: 

That as the years pass, the people 

of all nations listen to history and learn. 
Only Pyrrhic victories remain. 

Perhaps then the days which now 
number so few can embrace the calendar. 
We will work, hope and pray 

for these goals. In the interregnum, 

we will look forward to each and every 
Christmas Season and this opportunity 


to convey, to our many friends everywhere, 


the warmest of Holiday wishes 
for a joyful and abundant New Year. 


MAC F. CAHAL, J. D. 
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Introducing ... 


MILTOWN® + HYDROCHLOROTHIAZIDE 


new therapy for 


hypertension 


and 


congestive 
failure 


For samples and complete literature, write to 


oTrade-mark WALLACE LABORATORIES/Cranbury, N. J. 
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To Continue 
AMA Award 


Foreign Physicians 
May Lose Visas 


Compulsory Health 
Plans Debated 


SIGNIFICANT EVENTS 


EXECUTIVE DIRECTOR’S 


Newsletter 


DECEMBER, 1960 


> The Academy's demands that the AMA's controversial 
"General Practitioner of the Year" award be discontinued 


ington, D. C., interim session last week. This year the 


were ignored by delegates attending the Association's Wash— 


award went to 44-year-old James T. Cook, president-elect of 
the Academy's Florida chapter. 


More than two years ago, GP pointed out that the award 
tends to create a distorted image of the modern family phy-— 


Sician. As a device for drawing attention to the AMA's mid— 
winter meeting, the award is purposeful. Nevertheless, it 
usually presents an elderly country doctor as the "typical" 
general practitioner of the year. It is this horse-—and- 
buggy image that irritates many Academy members. There are 
indications the Academy may start its own "Doctor-—Citizen of 
the Year Award" next year. 


Not much of interest transpired at the midwinter session 
of the House of Delegates. Dues were raised to $45.00 for 


1963. Plans were announced for a national conference to 
expand prepaid medical care next year. 


> The State Department, concerned always with foreign 
attitudes toward this country, wonders what will happen if 


2.500 nonresident MD's lose their visas as a result of 


flunking an examination given by the Education Council for 
Foreign Medical Graduates. Washington's foreign policy 
experts reason that a large-scale withdrawal of visas 


would be detrimental to the nation's already tenuous 
position on the international popularity poll. 


Hospitals that continue to employ uncertified foreign 
graduates risk losing cherished accreditation. One possible 


solution: Let those who didn't pass the exam try again 
after taking review courses at nearby medical schools. 


> This year's national debate topic for college students 
hinges on the pros and cons of a universal and compulsory 
health care program for all Americans. This goes beyond 


run-of-the-mill social security health care plans in that 
it envisions a plan open to all citizens of all ages—with 
or without social security coverage. 


> 


Fully appreciating that today's student is tomorrow's 


voter, the United States Chamber of Commerce has sent 
Special debate packets to more than 2,000 universities 
colleges and junior colleges. The chamber was active in 
the recent defeat of Forand and Kennedy—type health care 
plans. Members are urged to refer college students to 
Chamber of Commerce organizations. 


Sabin Suggests > Dr. Albert Sabin, research professor of pediatrics at 
Federal Subsidy Children's Hospital, Cincinnati, has called for federal 
drug firm subsidies as part of an all-out effort to produce 


enough of his oral vaccine to meet the demands of the 1961 
polio season. Sabin adds that a surplus should be produced 


and shipped to underdeveloped countries as "a great humani- 
tarian act." The cost: $6 million. 


> President-elect John Kennedy may not have an easy time 


selling his compulsory health insurance plan to the 87th 
Congress. The House Ways and Means Committee, still some- 


what conservative, helps decide how the tax dollar is 
divided and the House Rules Committee, headed by Repre— 
sentative Howard Smith, a conservative Virginia Democrat, 
still decides what bills will be debated—and when. 


Look for Kenne to make an issue of the fact that 


many States have not yet waxed enthusiastic over the 
Kerr—Frear bill giving federal medical care grants to 
those states willing and eligible to participate ina 
voluntary program. Kennedy will say it hasn't worked, 
will not admit that it takes longer to implement a joint 
endeavor than a Federal decree. 


AOA Reprimands >» The American Osteopathic Association has severed relations 


California Chapter with its California chapter. Reason: The California group 
wants to continue considering a possible merger with the 


California Medical Association. 


As pointed out here more than a year ago, most osteo— 


paths want to retain their professional identity. They 
feel that any merger or affiliation would amount to a 


surrender. These osteopathic physicians add that they 
"are doing alright on their own—without the AMA." The 
statement is difficult to dispute. 

M.F.C. 
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Quantum Sufficit 


Great Britain’s Public 
Health Association has 
told doctors and nurses 
that because of cancer 
reports, it’s their duty 
not to be seen smoking 
in public. 


New cars will cost consumers more this year de- 
spite price hold-down by manufacturers. The 
reason: Used car prices are sinking fast, and used 


cars are therefore worth 


less on a trade-in. The 


effect will be to increase the “real” price of a 


new car. 


Hospital facilities are being overutilized in Mary- 
land, reports a survey ordered by the state medi- 
cal society. The state insurance commissioner 
has threatened action against any doctors, hos- 
pital administrators and prepayment plans that 
do not correct such abuses. 


The Federal Reserve Board has expanded bank 
lending power in order to meet holiday season 
credit needs. Emphasizing that the move was 
not an antirecession device, officials said the 
steps taken lower vault cash and reserve require- 
ments of member banks. 


In a recommendation probably brought on by the 


drug investigations, the National Academy of 
Sciences has urged that one single agency be re- 
sponsible for drug advertising and promotion. 


Means of providing a 
private two-way radio 


service for physicians 
are under FCC consid- 
eration: However, the 
commission recently 
ruled against assigning 
specific frequencies for 
this purpose. 


The American Medical Research Foundation has 
made a $25,000 grant to launch a pilot program 
which will provide detailed information on 
100,000 births in 100 hospitals in 1961. The key 
purpose of the study is to find out how and why 
many babies die at birth or shortly after. 


The Norwalk (Conn.) Hospital will receive 44 per 
cent of a $2 million estate providing it shuns 
socialized medicine. This stipulation was in the 
will of Mrs. Gertrude Heyn, Westport, Conn. 
In order to receive the bequest, the hospital must 
not be “controlled whole or in part by the state 
or federal government in pursuance of a general 
scheme of socialized medicine or socialized hos- 
pital service.” 


A new, child-proof medi- 
cine cabinet may soon 
appear on the market. 
Equipped with five but- 
tons (three of which are 
intended simply to con- 
fuse the child), the cabi- 
net can be opened only 
by pressing the second 
and fourth buttons si- 
multaneously. 


The Commonwealth Fund, with assets currently 
listed at a market value of $113,994,398.51, plans 
to curtail its grants for medical research and in- 
crease its support for medical education and 
other community health projects. Reason: Great- 
ly increased availability of research support 
from the federal government and pharmaceuti- 
cal companies. 


At the close of the business day, November 28, the 
net asset value per share of Associations Investment 
Fund, Inc., was $5.11. 
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Raise the Pain Threshold 


“Phena phen with Cod cine provider 
intens’ fled codeine effect. «ith 
control of adverse reactions. 
“Tt renders unnecessary (0: postpones) 
the us@of morphine pcaddicting 
Synthetic narcdtic:, even in 
many cases of late cancer. 


Three Strengths — 
PHENAPHEN NO. 2 

Phenaphen with Codeine Phosphate 1 gr. (16.2 mg.) 
PHENAPHEN NO. 3 

Phenaphen with Codeine Phosphate 4 gr. (82.4 mg.) 
PHENAPHEN NO. 4 

Phenaphen with Codeine Phosphate 1 gr. (64.8 mg.) 
Also — 

PHENAPHEN ein each capsule 
Acetylsalicylic Acid 2% gr. . (162 mg.) 
Phenacetin 3 gr. ....... (194 mg.) 
Phenobarbital % gr...... (16.2 mg.) 
Hyoscyamine sulfate . . . . . (0.031 mg.) 


Robins 


A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA 
Ethical Pharmaceuticals of Merit since 1878 
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National Officers 


THE AMERICAN ACADEMY OF GENERAL PRACTICE 


Officers 
President, JOHN G. WALSH, M.D. 
2901 Capitol Ave., Sacramento, Calif. 
President-elect, FLOYD C. BRATT, M.D. 
833 South Ave., Rochester, N.Y. 
Vice President, JAMES D. MURPHY, M.D. 
1556 W. Magnolia, Ft. Worth, Tex. 
Treasurer, ALBERT E. RITT, M.D. 
1562 University Ave., St. Paul, Minn. 
Executive Director and General Counsel, Mac F. CAHAL, J.D. 
Volker Blvd. at Brookside, Kansas City, Mo. 
Speaker of the Congress of Delegates, 
CARROLL L. WITTEN, M.D. 
2237 Taylorsville Rd., Louisville, Ky. 
Vice Speaker of the Congress of Delegates, 
LEwIis W. CELLIO, M.D. 
1269 Grandview Ave., Columbus, Ohio 


Directors 


Chairman of the Board of Directors, 
JAMES D. MURPHY, M.D. 
1556 W. Magnolia, Ft. Worth, Tex. 


Terms to Expire 1961: 
JOHN PAUL LINDSAY, M.D. 
5410 Harding Rd., Nashville, Tenn. 
JAMES M. PERKINS, M.D. 
227 16th St., Denver, Colo. 
Pau S. READ, M.D. 
2415 Fort St., Omaha, Neb. 


Terms to Expire 1962: 
JOHN O. MILLIGAN, M.D. 

1120 Boylston Ave., Seattle, Wash. 
DANIEL M. ROGERS, M.D. 

2 Cherry St., Wenham, Mass. 
HERBERT W. SALTER, M.D. 

4900 Euclid Ave., Cleveland, Ohio 


Terms to Expire 1963: 
Donap H. Kast, M.D. 
Bankers Trust Bldg., Des Moines, Ia. 
JULIUS MICHAELSON, M.D. 
Box 945, Foley, Ala. 
WaLTER W. SACKETT, JR., M.D. 
2500 Coral Way, Miami, Fla. 


Fount RICHARDSON, M.D., ex officio 
316 W. Dickson, Fayetteville, Ark. 
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and Editorial 


| 
Advisory Board 


Editorial Advisory Board 


Allergy: Frederick R. Brown, M.D., New York, N.Y.; 
Harry L. Rogers, M.D., Philadelphia, Pa. 


Anesthesiology: John Adriani, M.D., New Orleans, La.; 
Henry Wood Elliott, M.p., San Francisco, Calif.; LeRoy 
D. Vandam, M.D., Boston, Mass. 


Aviation Medicine: Robert J. Benford, M.D., Washington, 
D.C.; Otis B. Schreuder, M.D., Jamaica, N.Y. 


Cardiac and Vascular Surgery: Denton A. Cooley, M.D., 
Houston, Tex.; Dwight E. Harken, M.D., Boston, 
Mass.; Charles A. Hufnagel, M.D., Washington, D.C.; 
Gerald H. Pratt, M.p., New York, N.Y.; Paul C. Sam- 
son, M.D., Oakland, Calif. 


Cardiovascular Disease: Eugenie A. F. Doyle, M.D., New 
York, N.Y.; J. Willis Hurst, m.p., Atlanta, Ga.; Fay 
A. LeFevre, M.D., Cleveland, Ohio; Arthur Master, M.D., 
New York, N.Y.; O. Alan Rose, M:D., New York, N.Y. 


Chemotherapy, Antibiotics and Infectious Diseases: Harry 
F. Dowling, M.D., Chicago, Ili.; Wesley Spink, M.D., 
Minneapolis, Minn. 


Colon and Rectal Diseases: George H. Thiele, M.D., 
Kansas City, Mo. 


Dermatology: Leon Goldman, M.D., Cincinnati, Ohio; 
Richard L. Sutton, Jr., M.D., Kansas City, Mo. 


Diseases of the Chest: Jules B. Comroe, M.D., San Fran- 
cisco, Calif.; Seymour Farber, M.D., San Francisco, Calif.; 
G. A. Laurenzi, M.D., New York, N.Y.; Maurice S. 
Segal, M.D., Boston, Mass.; Julius Wilson, M.D., New 
York, N.Y. 


Endocrinology: E. H. Hashinger, m.p., La Jolla, Calif.; 
Herbert S. Kupperman, M.D., New York, N.Y.; Edward 
H. Rynearson, M.D., Rochester, Minn. 


Endoscopy: Edward B. Benedict, M.D., Boston, Mass.; 
Chevalier L. Jackson, M.D., Philadelphia, Pa. 


Gastroenterology: Franz J. Ingelfinger, M.D., Boston, 
Mass.; Hirsch R. Liebowitz, M.p., New York, N.Y.; 
Lt. Col. Eddy D. Palmer, mc, Ft. Sam Houston, Tex. 


General Medicine: Robert J. Gilston, M.p., Amsterdam, 
N.Y.; Hugh Hussey, M.D., Washington, D.C.; Harold 
Jeghers, M.D., Jersey City, N.J.; John Llewellyn, M.p., 
Louisville, Ky.; John P. Merrill, M.p., Boston, Mass.; 
William D. Paul, M.p., Iowa City, Ia. 


General Surgery: L. Kraeer Ferguson, M.D., Philadelphia, 
Pa., John H. Mulholland, m.p., New York, N.Y.; Victor 
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no asthma symptoms 


Tedral helps asthma patients breathe 
normally — live actively —avoid the 
fear and embarrassment of disabling 
attacks. 1 or 2 tablets q.4h. provide 
up to 4 hours’ freedom from conges- 
tion and constriction of asthma. 


TEDRAL 


the dependable antiasthmatic 


MORRIS PLAINS, N.J- 


ea 


Richards, M.D., San Francisco, Calif.; Philip Thorek, M.D., 
Chicago, Ill.; Richard Varco, M.D., Minneapolis, Minn. 


Hematology: William Dameshek, M.D., Boston, Mass.; 
William J. Harrington, m.pD., St. Louis, Mo.; Samuel 
Mcllvanie, m.D., Spokane, Wash.; Paul Reznikoff, M.D., 
New York, N.Y. 


Industrial Medicine: W. B. Hildebrand, m.p., Menasha, 
Wis.; Rutherford T. Johnstone, m.D., Los Angeles, Calif.; 
Earl F. Lutz, M.p., Detroit, Mich. 


Military Medicine and Civil Defense: W. Randolph Love- 
lace, II, M.D., Albuquerque, N.M. 

Neurology and Neurologic Surgery: Bernard J. Alpers, 
M.D., Philadelphia, Pa.; George Hyslop, M.D., New York, 
N.Y.; James L. O’Leary, M.D., St. Louis, Mo. 


Nutrition: W. H. Sebrell, Jr., M.D., Manhasset, N.Y. 


Obstetrics and Gynecology: Allan C. Barnes, M.D., Balti- 
more, Md.; Conrad G. Collins, m.p., New Orleans, La.; 
E. C. Hamblen, m.D., Durham, N.C.; Ernest W. Page, 
M.D., San Francisco, Calif. 

Opthalmology: Arthur H. Keeney, M.D., Louisville, Ky.; 
Derrick T. Vail, M.D., Chicago, IIl. 

Oral and Plastic Surgery: Truman Blocker, M.D., Gal- 
veston, Tex.; Paul W. Greeley, M.D., Chicago, III. 


Orthopedic and Traumatic Surgery: Edward L. Compere, 
M.D., Chicago, Ill.; Rettig A. Griswold, M.D., Louisville, 
Ky. 

Otolaryngology: Dean M. Lierle, m.D., Iowa City, Ia. 


Pathology and Laboratory Medicine: Milton Halpern, 
M.D., New York, N.Y.; William Ober, M.D., New York, 
N.Y.; Douglas Sprunt, M.D., Memphis, Tenn. 


Pediatrics: Robert A. Aldrich, M.D., Seattle, Wash.; Harry 
Bakwin, M.D., New York, N.Y.; James L. Dennis, 
M.D., Oakland, Calif.; James Hughes, M.D., Memphis, 
Tenn.; Harry Shirkey, M.D., Birmingham Ala. 


Pharmacology and Drug Evaluation: Arthur Grollman, 
M.D., Dallas, Tex.; John C. Krantz, Jr., Ph.D., Balti- 
more, Md. 


Physical Medicine and Rehabilitation: Howard A. Rusk, 
M.D., New York, N.Y. 


Preventive Medicine, Public Health and Statistics: Odin 
Anderson, Ph.D., New York, N.Y.; Leroy E. Burney, 
M.D., Washington, D.C. 

Psychiatry: O. Spurgeon English, M.D., Philadelphia, Pa.; 
Ian Stevenson, M.D., Charlottesville, Va.; Stewart Wolf, 
M.D., Oklahoma City, Okla. 


Radiology and Isotope Medicine: Earl E. Barth, M.D., 
Chicago, IIl.; Sol Berson, M.p., New York, N.Y.; E. P. 
Pendergrass, M.D., Philadelphia, Pa. 


Rheumatic Disorders and Arthritis: Philip S. Hench, 
M.D., Rochester, Minn.; W. Paul Holbrook, M.p., Tuc- 
son. Ariz.; John W. Sigler, M.D., Detroit, Mich. 


Tropical Medicine: William A. Sodeman, M.D., Philadel- 
phia, Pa. 

Urolegy: John W. Draper, M.D., New York, N.Y.; Lau- 

rence F. Greene, M.D., Rochester, Minn.; Robert Lich, 

M.D., Louisville, Ky. 
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sulfonamide therapy at its best 


more rapid recovery... 
because of rapid, prolonged high blood 
and tissue levels of triple sulfa mixtures. 


irlington-funk laboratories 


| 
= get them out of bed quickl f : 
quickly...sately 
(5 
“high urine solubility makes.risk of crystalluri: ; 
n AS sp ecific a: ntibiotics 
resistance, sensitivity, blood dyscrasia, etc. 
sulfadiazine, sulfamerazine and sulfathiazole) 


sprained 
wrist 


Analgesics alone merely 
mask pain. New Medaprin 
adds Medrol’ to suppress 

the inflammation that causes 
the pain and stiffness. 

Thus, to the direct relief of 
musculoskeletal pain, 


adds 
restoration of 
function. 


Medaprin is supplied in bottles of 
100 and 500 tablets. 


Each tablet contains: 
Medrol (methylprednisolone) .. 1 mg. 
Acetylsalicylic Acid ..........300 mg. (5 grs.) 


THE UPJOHN COMPANY 
KALAMAZOO, MICHIGAN 


*Trademark, Reg. U.S. Pat. Off. 
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Calcium Carbonate .......... .200 mg. 
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Letters from Our Readers 


What About Librium®? 


Dear Sirs: 

The scholarly and practical article in the June 
GP (“Psychopharmacology Reappraised”’) by Dr. 
Charles Goshen is interesting and helpful—especial- 
ly the table listing classification and side effects. It 
raises two questions: 

1. Is a reprint available for me to keep on hand at 
the office? I keep the magazines at home. 

2. What about Libriuwm®? Put out by the Mar- 
silid® manufacturers, I was skeptical of it, but it is 
so helpful in depression (terminal cancer and al- 
coholic patients, for example) that I have recently 
begun to use it. A friend writes of the marked change 
in the reactive depression in her father following her 
mother’s death, since he has been taking Librium, 
but comments that he “‘can’t seem to stop talking 
of his plans, some of them quite unrealistic.’’ Could 
this be an effect of this drug? 

M. A. GLOVER M.D. 


Kaneohe, Hawaii 


Dr. Glover has since received the requested reprint 
and the following reply to her query on Librium. 
— PUBLISHER 


Dear Dr. Glover: 

Referring to my article in the June issue of GP, 
you raise the question of a newly-introduced drug 
which is advertised as being “the successor to the 
tranquilizers.”” This claim would seem to imply that 
it is different in some way from the class of drugs 
which have come to be known as “tranquilizers.” 

It appears, instead, to be a combination of mepro- 
bamate and an antihistamine. Theoretically this 
combination should have both a muscle paralyzing 
and a sedative action. Whether this is so or not would 
be difficult to tell from the reports at hand which 
confuse pharmacologic action with wishful thinking. 
In general, it seems safe to predict that combina- 
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Yours Truly 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved wpon request. 


tions of drugs having different pharmacologic actions 
on the central nervous system are likely to produce a 
clinical picture resembling toxic delirium. As in al- 
coholic toxicity, delirium may be misconstrued by 
some people as well-being. This sounds like the pic- 
ture you describe in a patient. 

Also like alcohol, drugs having these toxic effects 
on judgment produce relatively safe and pleasing 
effects only in rational people. Irrational people (that 
is, those who have need of such effects) are most 
likely to react with an intensification of the very irra- 
tionality the physician should be combating. 

CHARLES E. GOSHEN, M.D. 
Bethesda, Md. 


Super Blooper! 


Dear Sirs: 

May I bring to your attention the following state- 
ment which appeared on page 13 of the September 
1960 issue of your magazine: 

“At its recent meeting in Los Angeles, the Student 
AMA House of Delegates refused to approve a reso- 
lution opposing the Forand compulsory health in- 
surance bill.” 

The statement is fallacious and the information 
is delusory. No bill presented to and considered by 
our House of Delegates even mentioned HR 4700 or 
Forand-type legislation. To be sure, we discussed 
medical problems of the aged. For your information, 
our House of Delegates approved the following rec- 
ommendations as potential solutions to those prob- 
lems: 

“1. Improvement of present voluntary health in- 
surance plans, to provide increased health coverage 
for the aged. 

“2. Re-evaluation of present age-specific retire- 
ment policies, and those retirement plans that re- 
strict supplemental incomes, in order to seek means 
by which more aging citizens will be able to pay for 
their own health care. 
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In the 
school-age child. 


when 
learning | 

lags behind 
intelligence | 


af 


behavior 


problems 
disturb 
the family 


The most frequently reported observations are improvement in 
social adaptation and scholastic performance, lengthening of 
attention span, and decrease in overactivity and irritability. 
Deanol is @ normal component 6f the brain of man. 
Deaner-}00 is virtually free from side-actions. It is not an 
MAO inhibitor. The only contraindication is grand mal epilepsy 
and mixed epilepsy with grand mal component. 


, California 
Literature and file card on mer (Riker ri Cali 
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“3. Encouragement of community responsibility 
for those elderly citizens in need of support by util- 
ization of local resources.” 

It was the feeling of the members of the House of 
Delegates that any solution to problems of the health 
care of the aged must out of necessity “‘maintain the 
present high standards of medical care, and . . . also 
foster understanding of the needs of the individual.” 

I cannot venture a guess to name any single group 
which has been more acutely concerned or universally 
informed about legislation before Congress concern- 
ing medical aid than are today’s medical students. It 
is our belief that our place is not to provoke through 
refutation and negation, but rather to guide through 
sound, reasonable and tenable suggestions. 

I sincerely hope you will bring this clarification to 
the attention of your readers. 

THomMAS H. ALT 
Vice President 
Student American Medical Association 
Chicago, Ill. 


Our apologies! GP erred in relying on an errant 
source. — PUBLISHER 


Outpatient Pinch 


Dear Sirs: 

General practice residency programs will be dealt 
a severe blow if the Council on Medical Education 
of the American Medical Association persists in in- 
sisting that outpatient clinics on a “recurring patient 
basis” be a condition for approval. 

Many general practice residencies are offered in 
private hospitals where there are no specialty resi- 
dents sifting off the cream of teaching material. 
Many of these hospitals cannot have real outpatient 
clinics without taking over a doctor’s private patients 
or requiring the private doctor to conduct some of 
his regular practice in the hospital. 

The reason: In cities of 50,000 to 200,000 the 
medical indigent population has all but disappeared 
due to prepaid insurance and general improvement in 
economic conditions. It is time the Council of Medi- 
cal Education takes full cognizance of this new trend 
and allows alternate arrangements for ambulatory 
teaching based on local conditions. 
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Our hospital of about 500 beds also has an “emer- 
gency” room with a case load of 2,000 patients a 
month seeing everything from colds to severe auto 
accident victims. Yet we were summarily withdrawn 
from the approved list for lack of outpatient clinics 
on a “recurring patient basis.”’ 

The Michigan State Medical Society house of 
delegates has passed a resolution recognizing this 
new problem in outpatient clinic material and re- 
questing the Council on Medical Education to set 
up approved alternatives for ambulatory teaching 
of residents. 

It is expected that a similar resolution will be 
presented to the AMA House of Delegates. General 
practitioners should take a good look at this problem 
and see what it means to them and their training 
program and then write to or talk to their delegates 
urging support of this resolution. 

JACKSON E. LIVESAY, M.D. 
Flint, Mich. 


Togetherness 


Dear Mr. Cahal: 

Please express my thanks to the Academy’s Board 
of Directors for the most enjoyable luncheon held at 
the Hotel Muehlebach on Friday, September 23. The 
large group who gathered for this occasion pointed up 
quite well the feeling we have that meetings of execu- 
tive secretaries cannot help but assist us by allowing 
us the chance to compare problems and solutions in 
an informal, practical manner. 

My thanks go, also, to you and to the members of 
your staff. I think I can speak for all of the states 
when I say that the warmth and the genuine interest 
exhibited by everyone at the national office are at- 
tributes that have contributed a great deal to the 
growth of the Academy. 

Our individual endeavors are constantly reinforced 
by the enthusiasm displayed and the encouragement 
given us. This makes being an executive secretary not 
only a satisfying, action-packed job but, also, a real 
pleasure. 

Mrs. HELEN E. LEAR 
Executive Secretary 
Louisiana Academy of General Practice 
New Orleans, La. 


Yours Truly 
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for the 
common 
cold 


TABLETS 
provide total therapy 


nasal decongestant - antihistaminic 
analgesic antipyretic 


for symptomatic relief 


Dosage: Adults and older children: One or two tablets t.i. d. ; 
as required. Children 6 to 12 years of age: One tablet tid 
as required. 


Supplied: Bottles of 100 and 1000. 


Each orange and yellow layered tablet contains: 
-*‘Sudafed’® brand Pseudoephedrine Hydrochloride 
*Perazil’® brand Chlorcyclizine Hydrochloride 
Acetophenetidin 


Caffeine .... 
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Yours Truly 


Subcuticular Technique 


Dear Sirs: 

On page 130 of the May GP, please note Figure 1 
(technique for excisional biopsy of nevus) in the ar- 
ticle, “Cancer of the Skin,” by Dr. Charles J. 
McPeak. He shows an ordinary interrupted suture. 
For nonexposed portions of the body this is all right, 
but I often wonder why it is that for suturing of the 
face and other exposed portions it seems that the old 
subcuticular suture seems to have been completely 
forgotten. It is no more difficult to employ and it 
minimizes scarring. 

JOHN H. SCHAEFER, M.D. 
Los Angeles, Calif. 


The following is Author McPeak’s reply. 
— MEDICAL EDITOR 


Dear Sirs: 

Dr. Schaefer’s point concerning a subcuticular 
suture for cosmetic skin closure is well taken. In the 
illustration for biopsy technique as shown in the 
article, I was merely attempting to demonstrate the 
type and dimension of the excisional biopsy, and not 
particularly the method of closure. 

Ordinarily, I personally use a very fine vertical 
mattress suture of 4-0 or 5-0 atraumatic Dermalon. 
However, the subcuticular suture to which Dr. 
Schaefer refers is an excellent method for those doc- 
tors who are familiar with it. I do not feel, however, 
that the majority of doctors, who are not surgeons, 
would necessarily be familiar with this subcuticular 
type of closure. 

CHARLES J. MCPEAK, M.D. 
Memorial Center for Cancer and Allied Diseases 
New York, N. Y. 


Opening Snap 
Dear Sirs: 

As a third year medical student at the Medical 
College of South Carolina and a hopeful future mem- 
ber of the AAGP, I was pleased to be able to notice 
an error in the editorial section of the August GP. 

In the editorial entitled, “‘Auscultation of the 
Heart,” you state, “the opening snap of the mitral 
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valve . .. an important diagnostic criterion of mitral 
stenosis.” Shouldn’t this sound be due to the closure 
of the stenosed mitral valve? 

FRANK BOENSCH 


Mt. Pleasant, S.C. 


In answer to the question on the timing of the opening 
snap of the mitral valve, it should be noted that while 
there may be some disagreement as to the exact mecha- 
nism of this sound, there is no possible way to relate it to 
closure of the mitral valve. Closure of the mitral (and 
tricuspid) valves is responsible for the production of the 
first heart sound. The opening of the mitral valve nor- 
mally produces an inaudible portion of the second 
heart sound. When the valve becomes distorted, as in 
mitral stenosis, this sound becomes audible and is 
recognized as the opening snap of mitral stenosis. Fur- 
thermore, the mitral valve opens when the pressure in 
the left ventricle falls below that in the left atrium, and 
obviously this occurs in very early diastole, which is the 
time of occurrence of the opening snap in mitral 
stenosis.— MEDICAL EDITOR 


Wants Southwest Practice 


Dear Sirs: 

I am interested in going into general practice ap- 
proximately the first or middle part of August, 1961. 
Presently I am taking a one-year general practice 
residency at the Huey P. Long Charity Hospital, 
Pineville, La. 

I am primarily interested in a small town practice 
consisting of a population of five to ten thousand or 
a surrounding community of this population. I would 
like to have some type of group practice or partner- 
ship practice, but if neither of these is available, I am 
considering solo practice. 

I am interested in the general area of the South- 
west including the following states: Texas, Arkansas, 
Oklahoma or Colorado. I would like to settle near a 
larger city, that is, within 100 miles of a fairly large 
area. 

The type of practice I would want to do would be 
medicine with some surgery. 

FLoyp E. WEBB, JR., M.D. 
Huey P. Long Charity Hospital 
Pineville, La. 
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Enhances Vitality and 
Still Insures Weight Lo 


Prelu-Vite 


brand of phenmetrazine HC! with vitamins and minerals 


Now, Prelu-Vite helps to fortify 
the patient’s nutritional status 
and sense of well-being without 
jeopardizing the success of 

the weight-reducing program. 


By improving nutritional status 
Prelu-Vite makes it easier for the 
patient to retain the initial zeal for 
reducing ...facilitates the retention. 
of enthusiastic cooperation in 
pursuing therapy to a successful 
conclusion. 


With Prelu-Vite, as with Preludin, 
a weight loss 2—5 times that 
obtainable by dietary restriction 
alone, is readily achieved without 
the occurrence of annoying 

side reactions. 


Availability: Also available: 

a el gy Prelu-Vite™ Capsules, each 
containing 25 mg. of Preludin action tablets (75 mg.) fort 
(brand of phenmetrazine HCl) daily administration; and 
with vitamins A, B,C and Dand regular Preludin tablets | 
5 minerals. : mg.) for b.i.d. or t.i.d. 
Under license from C. H. administration. 
Boehringer Sohn, Ingelheim. 


Geigy, Ardsley, New York Geiny 
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Yours Truly 


Group Practice Opening 


Dear Sirs: 

We have a group practice here in Ely and currently 
have five doctors in our group. We are desperately in 
need of another physician to fill the vacancy which 
was created by one of our members being called into 
the Air Force for active duty. 

We all do general practice, including some ob- 
stetrics; two members of the group, including my- 
self, perform all the major surgery for the group. 
Approximately one-third of our work is industrial in 
nature, and in this capacity we are connected with 
the Nevada Mines Division of Kennecott Copper 
Corporation. 

The applicant for this job would be offered an ini- 
tial annual salary of $12,400, with an increase to 
$13,400 as soon as he is able to obtain a permanent 
Nevada license. Nevada reciprocates in licensure 
with almost all states, but a Basic Science Certificate 
is required. In the past it has been possible to obtain 
a temporary license for a new man so that he is able 
to go to work immediately without waiting for his 
permanent license. 

Ely is situated in a very healthful and invigorating 
climate in high, mountainous country. The climate is 
very pleasant, although there are some cold days in 
the winter. The nights are always cool in the summer. 
We have outstanding hunting, including such big 
game as mule deer and elk; fishing, winter sports and 
many other outdoor activities. We have excellent 
schools and good churches. All in all we feel that this 
is a very pleasant community in which to live. 

JOHN M. MOorg, M.D. 
Steptoe Valley Hospital 
East Ely, Nev. 


Golden Rule 


Dear Sirs: 

A patient of mine had an interesting experience 
with a general practitioner in northern Minnesota. 
I do not know if he belongs to the Academy, but it 
seems that a man of this type should have some rec- 
ognition. 

My patient has had hay fever and asthma for 
many years. Last August 31 she suffered from pneu- 
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“Don’t worry about this operation. 
I’m going to have one when it’s perfected.” 


momediastinum, with subcutaneous emphysema 
during an asthmatic attack. I instructed her parents 
to take her to northern Minnesota. They had oxygen 
and a letter of instructions in case it was necessary 
for them to stop along the way. 

As they got into Minnesota she improved a great 
deal and on Sunday morning they stopped at Vir- 
ginia, Minn. to attend church services. After church 
different people shook hands with them, the local 
M.D. among them. When Dr. Knapp found out the 
reason for their trip he invited them to his home for 
dinner. 

Dr. Knapp has no children of his own but has 
adopted seven children. He made arrangements with 
these people to keep their child in his home, for no 
charge, so that they could return to their home and 
work, until the ragweed season was over in this 
county. 

Needless to say this family is greatly impressed 
with this man and very grateful. The child had im- 
proved so much that he felt she needed no additional 
medical treatment while staying in his home, and he 
would not charge them. 

I hope that you may find some way to give this 
man some recognition. 

E. A. LARSEN, M.D. 
Centerville, Ia. 


GP also cites General Practitioner Knapp for his 
good works. Perhaps one day soon he will be on the 
Academy roster— PUBLISHER 
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NO NEED TO WAKE HIM FOR MEDICATION.. 
JUST ONE TABLET 

ADM 

IS REQUIRED 


" PARKE, DAVIS & COMPANY PARKE-DAVIS | 
Detroit 32, Michigan — 
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Academy chapter meetings and postgraduate courses, as well 
as other medical meetings in which general practitioners will 
have an interest, appear here monthly. 


“Classified by the Commission on Education as acceptable 
for posigraduate study credits under Category I. Members 
should report actual hours of attendance. Maximum hours 
listed when available. 


DECEMBER 


"15: Tom Moore (Tennessee) chapter, “Treatment of Frac- 
fires in Children” and “Diagnosis and Management of 
Foot Abnormalities in Small Children,” Cookeville, Tenn. 

hrs.) 

ee 15-16: University of Miami School of Medicine, seminar 

on care of the premature, Jackson Memorial Hospital, 

Miami. (14 hrs.) 


JANUARY 


14: University of Colorado, seventh annual general 
practice review, University of Colorado Medical Center, 
Denver. (48 hrs.) 

"10-20: Columbia University College of Physicians and 
Surgeons, course in electrocardiography, Mt. Sinai 
Hospital, New York City. (30 hrs.) 

‘Il: Indiana University School of Medicine, course in 
nontuberculous pulmonary disease, Indiana University 
School of Medicine, Indianapolis. (7 hrs.) 

“Il: Indiana University School of Medicine, course in re- 
cent advances in physical diagnosis, Indiana University 
School of Medicine, Indianapolis. (7 hrs.) 

*12: Seton Hall College of Medicine and Dentistry, seminar 
in surgery, Helen Fuld Hospital, Trenton, N.J. (41% hrs.) 

14: New Jersey chapter, annual meeting, Hotel Traymore, 
Atlantic City. 

‘17: Memphis (Tennessee) chapter, course on office man- 
agement of eye disease, Medical-Surgical Building, 
Memphis, Tenn. (1 hr.) 

"19: University of Wisconsin Medical School, course on 
“General Practice—Current Views-in Medical Prac- 
tice,” University Hospitals, Madison. (14 hrs.) 

“19-20: Nebraska chapter and the University of Nebraska 
College of Medicine, course in obstetrics and gyne- 
cology, University of Nebraska College of Medicine, 
Omaha. 
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*19-21: University of Maryland School of Medicine, course 
on basic electrocardiography, University of Maryland 
School of Medicine, Baltimore. (20 hrs.) 

*22: Ohio chapter and the Southwestern Ohio Society of 
General Physicians, symposium on general medicine, 
Netherland Hilton Hotel, Cincinnati. (6 hrs.) 

*23-3: Columbia University College of Physicians and 
Surgeons, course in cardiovascular disease, Mt. Sinai 
Hospital, New York City. (80 hrs.) 

*24-26: Medical College of Georgia and the Medical Col- 
lege of Georgia Foundation, Inc., course on the ill new- 
born infant, Medical College of Georgia, Augusta. (18 
hrs.) 

*25: Seton Hall College of Medicine and Dentistry, seminar 
on new concepts in industrial medicine, Newark Beth 
Israel Hospital, Newark, N.J. (7 hrs.) 

*25: Indiana University School of Medicine, course in treat- 
ment of arteriosclerotic disease, Indiana University 
School of Medicine, Indianapolis. (7 hrs.) 

*26: Indiana University School of Medicine, course in weight 
reduction and general dietary therapy, Indiana Univer- 
sity School of Medicine, Indianapolis. (7 hrs.) 


FEBRUARY 


4-10: New Zealand Council of the College of General 
Practitioners, congress of the four New Zealand Facul- 
ties, Auckland, New Zealand. 

*5: Southwestern Ohio Society of General Physicians, 
seminar on convulsive states, Medical College, Univer- 
sity of Cincinnati, Cincinnati. (5 hrs.) 

6-7: Oklahoma chapter, annual meeting, Biltmore Hotel, 
Oklahoma City. 

CONTINUED ON PAGE 221 


Annual AAGP Meetings 


Annual Scientific Assembly 

Apr. 17-20, 1961: Miami Beach Auditorium and Con- 

vention Hall, Miami Beach, Fla. 

Apr. 9-12, 1962: Convention Center, Las Vegas, Nev. 
Annual Symposium on Infectious Diseases 

Sep. 15, 1961: Battenfeld Auditorium, Kansas City, Kan. 

Sep. 14, 1962: Battenfeld Auditorium, Kansas City, Kan. 
Annual State Officers’ Conference 

Sep. 16-17, 1961: Hotel Muehlebach, Kansas City, Mo. 

Sep. 15-16, 1962: Hotel Muehlebach, Kansas City, Mo. 
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Glyceryl guaiacolate (Robitussin) exerts “‘the most 
intense and prolonged’’? expectorant action ‘‘of 
practically all drugs presently used clinically as 
expectorants.’’2 It increases the secretion of Re- 
spiratory Tract Fluid almost 200 per cent.2 


Increased R.T.F. helps liquefy sputum,2* making 
it less viscid and easier to raise? and enabling the 
upward-beating tracheal and bronchial cilia to be- 
come more efficient.35 


And increased R.T.F. provides a demulcent effect 
that helps soothe dry, irritated membranes lining 
the respiratory passages.™3.6 


Through these “‘significantly superior’’? expecto- 
rant effects, Robitussin increases the probability 
that a cough will achieve its natural purpose—that 
is, to remove irritants such as exudates or mucus 
from the respiratory tract.1.4.5 


Robitussin’ 


glyceryl guaiacolate, 100 mg., in each 5 cc. tea- 
spoonful 


Robitussin’ A-C 


glyceryl guaiacolate, 100 mg.; prophenpyridamine 
maleate, 7.5 mg.; and codeine phosphate, 10 mg.; 
in each 5 cc. teaspoonful 

Exempt narcotic 


references: :. sienchard, K., and Ford, R. A., Journal 
Lancet, 74:433, 1954. 2. Cass, L. J., and Frederik, W. S., Am. Pract. 
Dig. Treat., 2:844, 1951. 3. Hayes, E. W., and Jacobs, L. S., Dis. 
Chest, 30:441, 1956. 4. Blanchard, K., and Ford, R. A., Clin. Med., 
3:961, 1956. 5. Blanchard, K., and Ford, R. A., Rocky Mt. M. J. 
be -_ No. 3, 1955. 6. Boyd, E. M., et al., Can. M. Assoc. J., 54:216, 
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Stanley A. Boyd, M.D. 
Civic Responsibility 
A FAMILY PHYSICIAN who “‘wants to know what’s going on” 
because he “‘wants to see the gaps being filled’ has been 
named the Oregon State Medical Society’s Doctor-Citizen 
for 1960. And Oregon Academy President Stanley Boyd’s civic 
activities more than qualified him for this unique honor. 
Active in the Portland Junior Chamber of Commerce, he is 
both a member of the Board of Directors and chairman 

of Health Affairs and has been named chairman-elect 

of the Portland Community Council’s Health Division. 

The Rehabilitation Institute of Oregon, Little League 
baseball and his church’s board of trustees also claim part 

of his time. When asked why he got so involved 

in community affairs, Dr. Boyd said, “‘I believe doctors 

have a story to tell of what is being and has been 

provided by the medical profession.” 


John W. Cline, M.D. 
ACS President 


Dr. JOHN CLINE adds still another title 
to an already impressive list as he assumes the presidency 
of the American Cancer Society. A former AMA president, 
Dr. Cline is well known in medical association circles 

for the controversial Cline Committee report, 

which recommended that doctors of medicine be permitted 
to teach in osteopathic schools until those institutions 
could be brought up to medical school standards. 

The San Francisco surgeon, who has been active in ACS’s 
California division, is currently associate clinical 
professor of surgery, Stanford University School 

of Medicine, and serves as an expert medical consultant 
to the Air Force Surgeon and as a consultant 

to the Navy Surgeon General. A Harvard graduate, 

Dr. Cline is a fellow of the American College of Surgeons. 
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Now! Gypsona brings you 
a creamy plaster bandage that retains its full 
strength after dipping and squeezing 


} 
New L. P. L. Gypsona lets you mold strong, 
light, longer-wearing casts—with fewer bandages 


ntil now, a tariff was paid to the drain bucket. 
Needed plaster strength was sometimes squeezed 
out, washed away. 

Now, however, with the perfection of L.P.L. (Low 
Plaster Loss) Gypsona, you can mold 96% of the 
plaster into the finished cast. Now, new adhesive 
agents securely anchor the plaster to the base cloth. 


INARY L. PL. 
PLASTER GYPSONA 
The difference is immediately apparent 
Here you see two bandages being subjected to approxi- 
mately the same amount of pressure after dipping. 
The disparity between the ordinary bandage and L.P.L. 
Gypsona, is clearly evident. The drainage from the 
Gypsona bandage is almost clear water. 


The implications are many 
Most certainly, you will use fewer bandages—a cheery 


note for the keeper of the budget. There’s less residue 
to contend with. You have cleaner handling throughout. 

You also enjoy the several advantages that have long 
endowed the international prominence of Gypsona. 


Creamy, 
conformable 
and tough 
The deeply buried 
leno fabric molds 
firmly about bones, 
protuberances and 
indentations. The 
comfortable Gyp- 
sona creaminess, as 
always, is a pleasure 

to work with. 

The threads do . 
not slide. Thereis no 
sawtooth edge. The 
finished cast has the rich, polished glint that comes 
only of fine English-quarried plaster. 


Now your most difficult bandages 
can be made with creamy-smooth, 
extra-strong L.P.L. Gypsona. 


Price is still the same 

Not to be overlooked is the ease of unwinding with 
the Gypsona plastic core, which prevents telescoping. 
Plaster stays fresh, almost indefinitely, in the airtight 
Gypsona package. And the price is still the same as 
standard Gypsona plaster bandages. 

For a first-hand demonstration of L.P.L. Gypsona, 
get in touch with your Bauer & Black representative. 


Volume XXII, Number6 GP 
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In the course of precision testing, a single L.P.L. the cast was submitted to the strength-measuring 
Gypsona bandage, 4 inches wide and 3 yards long, apparatus above. The cast endured 304 Ibs. pressure 
was molded into a standard cylinder. After 24 hours, before it was crushed beyond a functional shape. 


| 


L.PL.Gypsona® KENDALL commun 


PLASTER BANDAGES BAUER & BLACK DIVISION 


*Reg. T. M. of T. J. Smith and Nephew Ltd. 
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THE FIRST CLINICAL SYMPOSIUM 
ON THE TREATMENT OF VIRAL DISEASES 
WAS HELD IN MIAMI ON 


SEPTEMBER ONE, NINETEEN HUNDRED AND SIXTY 


THE ANTI-VIRAL PROPERTIES OF THE DRUG 


LIPOPROTEIN-NUCLEIC ACID COMPLEX 


WERE PRESENTED IN OVER 


FOUR HUNDRED CASES OF VARIOUS VIRAL INFECTIONS 


4 complete transcription of the symposium is available upon request 


CHEMICO LABORATORIES, INC. 7250 norrHgast FOURTH AVENUE, MIAMI, FLORIDA 
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How quietly but surely twilight comes. So it is with Placidyl’s 
gentle non-barbiturate sedation. Placidyl persuades, never 
insists. Its action is prompt, yet certain as dawn...a dawn 
unmarred by hangover. To the restive, give 

the magic of restfulness. Give Placidyl. 


ABBOTT 


Asoo» LABORATORIES, NORTH CHICAGO, ILLINOIS 010051 


Placidyl® nudges your patient to sleep 


(Ethchlorvynol, Abbott) 
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FILMTAB® gy 


Geriactive with Geri 


lets’ 


Geriatric Supportive Formula, Abbott 


A FULL RANGE OF DIETARY AND THERAPEUTIC SUPPORT FOR OLDER PATIENTS 


B-Complex Vitamins 

Thiamine Mononitrate.... 5 mg. 
Riboflavin 5 mg. 
Pyridoxine Hydrochloride. 1 mg. 
Nicotinamide 20 mg. 
Calcium Pantothenate.... 

Oil Soluble Vitamins 

Vitamin A.. 1.5 mg. (5000 units) 
Vitamin D. 12.5 mcg. (500 units) 
Vitamin E 10 Int. units 


Hematopoietic Factors 


Vitamin B,2 with Intrinsic Factor 
Concentrate, 2 U.S.P. Unit (oral) 


Ferrous Sulfate, U.S.P... 75 mg. 
(Elemental lron—15 mg.) 


Folic Acid 
Capillary Stability 
Ascorbic Acid............ 


Quertine® 
(Quercetin, Abbott) 


FILMTAB——FILM-SEALEO TABLETS, ABBOTT; U.S. PAT. NO. 2,881,085. 


STREAMLINED INTO THE SMALLEST TABLET <a OF ITS KIND 


© 1960 —ABBOTT LABORATORIES, NORTH CHICAGO, ILLINOIS 


010052 


Lipotropic Factors 

Betaine Hydrochloride... 50 mg. 
Inositol 

Anti-Depressant 

Desoxyn® 

(Methamphetamine Hydrochloride, Abbott) 
Hormones 
Sulestrex................ 0.3 mg. 
(Piperazine Estrone Sulfate, Abbott) 
Methyitestosterone..... 2.5 mg. 
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Seborrheic dermatitis before treatment 


TOPICAL CREAM 


clinical photographs 


DEXAMETHASONE 21-PHOSPHATE—NEOMYCIN SULFATE 


@mg. for mg. the most active steroid topically ® optimal 
concentration for peak effectiveness... maximal contact at 
the site of lesion # interrupts the itch-scratch cycle...helps 
maintain patient comfort day and night # quick-acting, 
broad antimicrobial activity @ no stain, smell, or stickiness 


INDICATIONS: Allergic or inflammatory dermatoses, 
with or without pruritus; sunburn; insect bites; 
otitis externa (only if the drum is intact). 


CAUTION: Steroids should not be used in the pres- 
ence of tuberculosis of the skin. 


DOSAGE: A small quantity of NeoDECADRON Topical 
Cream (0.1%) is applied to the affected area 2-3 
times daily. 


SUPPLIED: NeoDECADRON Topical Cream is sup- 
plied in 5 Gm. (% oz.) and 15 Gm. (% oz.) 
tubes. Each gram contains 1 mg. of dexametha- 
sone 21-phosphate (as disodium salt) and 
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5 mg. of neomycin sulfate (equivalent to 3.5 mg. 
neomycin base). 

The cream is also available with dexamethasone 
21-phosphate only, as DECADRON® Phosphate 
Topical Cream. Package sizes and steroid concen- 
tration are the same as above. 


Additional information is available to physicians 
on request. 

*NeoDECADRON and DECADRON are trademarks 
of Merck & Co., INC. 


€D> MERCK SHARP & DOHME 


Division of Merck & Co., Inc., West Point, Pa. 
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it 
48 hours after treatment 


for fast anti-inflammatory response 


particles—no irritation 


Acute conjunctivitis before treatment 


clinical photographs 


4 days after treatment 


OPHTHALMIC SOLUTION 


DEXAMETHASONE 21-PHOSPHATE—NEOMYCIN SULFATE 


@mg. for mg. the most active steroid @ in true solution 
for peak effectiveness ... maximal contact at the site of the 
lesion @ quick-acting, broad antimicrobial activity @ superior 
patient comfort—no irritating particles 


INDICATIONS: Trauma—mechanical, chemical or 
thermal; inflammation of the conjunctival, corneal, 
or uveal tract involving the anterior segment; al- 
lergy; blepharitis. 

DOSAGE: NeoDECADRON Ophthalmic Solution 
(0.1%)—One drop 4-6 times daily. 
NeoDECADRON Ophthalmic Ointment (0.05%)— 
Applied 3-4 times daily. 

In severe or sight-threatening conditions, the fre- 
quency of administration may be increased. Sys- 
temic therapy with DECADRON Tablets may be 
prescribed adjunctively. 

PRECAUTION: Steroid therapy should never be em- 
ployed in the presence of tuberculosis or herpes 
simplex. 

SUPPLIED: The solution is supplied in 5 cc. (4% oz.) 
sterile bottles with dropper assembly. Each cc. 
contains 1 mg. of dexamethasone 21-phosphate 


(as disodium salt) and 5 mg. of neomycin sul- 
fate (equivalent to 3.5 mg. neomycin base). The 
ointment is supplied in 3.5 Gm. (44 oz.) tubes. 
Each Gm. contains 0.5 mg. of dexamethasone 21- 
phosphate (as disodium salt) and 5 mg. of neo- 
mycin sulfate (equivalent to 3.5 mg. neomycin 
base). 

Ointment and solution are also available with dexa- 
methasone 21-phosphate alone: DECADRON® 
Phosphate Ophthalmic Solution and DECADRON 
Phosphate Ophthalmic Ointment. Package sizes 
and steroid concentrations are the same as above. 


Additional information is available to physicians 
on request. 


*NeoDECADRON and DECADRON are trademarks 
of Merck & Co., INC. 


MERCK SHARP & DOHME 
Division of Merck & Co., Inc., West Point, Pa. 
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in painful urinary infections 


PRECISE 
CONTROL 
OF BOTH] 
PAIN 


For the patient: FREEDOM FROM PAIN 
Pyridium relieves pain, burning, urgency 
and frequency in 30 minutes. Unlike 
fixed urinary analgesic/antibacterial com- 
binations, Pyridium analgesia can be con- 
tinued as needed...stopped...or resumed 
if pain occurs. 


PYRIDIUM 


brand of phenylazo-diamino-pyridine HCI 
stops urinary pain in 30 minutes 


For the physician: FREEDOM OF CHOICE 
Freed from the restrictions of fixed anal- 
gesic/antibacterial combinations, the 
physician can choose the urinary antibac- 
terial most specific for the infection. In 
making your choice of antibacterial, con- 
sider Mandelamine.® 


MORRIS PLAINS, NU. 
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COMPENSATORY 
OVEREATER 


Unhappy because she’s gaining weight, 
gaining weight because she’s unhappy... 
what a problem the compensatory overeater poses! 
She's a difficult patient to handle; diets are too de- 
manding, willpower isn’t enough. 
You can help her help herself...and be sure of 


CONTROLLED WEIGHT LOSS 


by prescribing Biphetamine or Ionamin. The appe- 
tite appeasing action of these ‘Strasionic’ release 
products is uniformly prolonged for 10-14 hours 
with a single capsule dose. 


If She’s “Sedentary” If She’s “Active” 
e ® 
BIPHETAMINE IONAMIN 
BIPHETAMINE ‘20° IONAMIN ‘30’ 
(20 mg.) (30 mg.) 
BIPHETAMINE 12%" BIPHETAMINE IONAMIN ‘18’ 
(12.5 mg.) (7.5 mg.) (15 mg.) 

Each capsule of each strength contains equal Each capsule of each strength contains 

parts of d-amphetamine and dl-amphetamine phentermine as a cation exchange resin 

as cation exchange resin complexes of sul- complex of sulfonated polystyrene. 


fonated polystyrene. 
Single Capsule Daily Dose 10 to 14 hours before retiring 


STRASENBURGH 
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greater speciticity of tranquilizing 


4 
4s 
| 


Mellaril 


THIORIDAZINE HCI 


specific, effective tranquilizer 
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provides highly effective tranquilization, 
relieves anxiety, tension, nervousness, 


but is virtually free of such toxic effects as 
jaundice 
Parkinsonism 
blood dyscrasia 
dermatitis 


4 how does Mellaril differ from other potent tranquilizers? 

| 
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greater specificity of tranquilizing 
action results in fewer side effects 


Virtual freedom of Mellaril 
from major toxic effects is 
due to greater specificity 
of tranquilizing action 
—divorced from such 
“diffuse” effects as anti- 
emetic action. 


“A new phenothiazine derivative, thioridazine [Mellaril*], was used to treat 71 
patients, most of whom were unduly agitated and disturbed due to hospital- 
ization for medical or surgical conditions....The response to treatment was 
considered satisfactory in 83.4 per cent of patients....ln agreement with the 
published results of other investigators, we believe that thioridazine shows a 
greater specificity of tranquilizing action and freedom from serious toxic 
effects when compared with some of the other phenothiazines.”* 


Supply: MELLARIL Tablets, 10 mg., 25 mg., 50 mg., 100 mg. 


*David, N. A.; Logan, N. D., and Porter, G. A.: Evaluation of Thioridazine (Mellaril), a New Phenothiazine, 
in The Hospitalized Patient, A. M. & C, T. 7:364 (June) 1960, SANDOZ 
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many sick patients don’t, can’t, or won't eat 


“.. the offering of an adequate diet is no guarantee of its acceptance.””* 


SUSTAGEN 


COMPLETE THERAPEUTIC NUTRIMENT 


helps assure sound nutrition 


Sustagen provides all known essential nutrients to help assure 
sound nutrition. 


In oral use 

Sustagen beverage is well accepted and often easier, more con- 
venient to prepare and consume than conventional foods. Helps 
restore appetite by restoring good nutrition. Sustagen will fit 
well into a variety of therapeutic diets. 


In tube feeding 

Sustagen alone provides complete nutrition with proven gastro-- 
intestinal toleration. Mixes and flows readily. 

For your convenience a Special Tube Feeding Chart is available. 
Ask your Mead Johnson representative or write to us, 
Evansville 21, Indiana. 


*Pareira, M. D.; Conrad, E. J.; Hicks, W., and Elman, R.: J.A.M.A, 156:810- 
816 (Oct. 30) 1954. 


\ Mead Johnson 


Symbol of service in medicine te 
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Bdon't let 
medical control 


Out of your hands 
during the critical 
newborn period 


The rising tide of commercialism in health 
—by television, mail order, door-to-door sales- 
men—is taking medical control out of your 
hands during the critical newborn period. Only 
you can counter the dangers of nonprofessional 
medical advice. Mothers look to you for guid- 
ance in every step of baby’s growth and devel- 
opment—the responsibility for the newborn's 
medical care is yours...yours alone. 


The newborn period is the critical time for you 
to affirm and maintain medical control by 
specifying, by name, ethical vitamins—Vi-Sol 
Drops— for the infants under your care. Manu- 
factured to meet the highest professional stand- 
ards, Vi-Sol Drops help achieve the results you 
want and mother expects for her baby. 


And, to help maintain your control after the 
critical newborn period, specify Vi-Sol chew- 
able vitamins, another member of the Mead 
Johnson family of highest-quality vitamins. 


Vi-SOL 


family of vitamins for infants and children 


TRI-VI-SOL® | Drops | Chewable Tablets 
POLY-VI-SOL® | Drops | Chewable Tablets | Teaspoon 
DECA-VI-SOL® | Drops | Chewable Tablets | Teaspoon 
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THE FACTS ABOUT MER/29. 


MER reduces total body cholesterol 


in 8 out of 10 
—and these are the patients 
most likely to benefit 


your patient with high cholesterol levels... 


MER/ 29 reduces both serum and tissue cholesterol, irrespective of diet.’ 
In 463 patients, the mean cholesterol was reduced from 324 mg.% to 
253 mg.% — an average decrease of 71 mg.%."* 


your patient with angina pectoris... 


concurrent benefits have been reported in some patients receiving 
MER/29. These include decreased incidence and severity of attacks, 
improved ECG patterns, diminished nitroglycerin requirements, and 
increased sense of well-being.’*** 


your patient with postmyocardial infarction... 


while more time is needed’ to determine the over-all prognostic signifi- 
cance, it has been observed that MER/29 “... reduced morbidity and 
mortality rates below those of control series during the first year follow- 
ing coronary thrombosis.” 


your patient with generalized atherosclerosis... 


atherosclerosis “...has been shown to afflict about 77% of American 
males as early as in the 20-to-30 age range.”” With MER/29 you have 
a new, well-tolerated means of lowering cholesterol — which has been 
considered “... the sine qua non of the atheromatous lesion.” 
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compatible with other cardiovasculat therapies: MER/29 can be used along 
with other measures to control anxiety, hypertension, obesity, and other conditions 


associated with cardiovascular disorders. These include anticoagulants, nitro- 
glycerin, and PETN. 


safety data: Patients have now been treated with MER/29 for relatively long and 
continuous periods. In no case has there been evidence of serious toxic effects on 
the function of any vital organ or system. However, since long-term MER/29 
therapy may be necessary, periodic examinations, including liver-function tests, 
are desirable. Side effects. (nausea, headache, dermatitis) are rare and have usually 
been associated with dosages greater than those recommended for effective therapy. 


contraindication: Pregnancy. Since MER/29 inhibits cholesterol biosynthesis, and 
cholesterol plays an important role in the development of the fetus, the drug 
should not be administered during pregnancy. 


supplied: Bottles of 30 pearl gray capsules. 


... the first cholesterol-lowering agent to inhibit the formation of excess 
cholesterol within the body, reducing both tissue and serum cholesterol 


..no demonstrable interference with other vital biochemical processes 
reported to date 


... convenient dosage: one 250 mg. capsule daily before breakfast 


... toleration and absence of toxicity established by 2 years of clinical 
investigation 


MER/29 


(triparanol ) 


References: 1. Hollander, W., and Chobanian, A. V.: Boston M. Quart. 10:37 (June) 1959. 
2. Oaks, W., and Lisan, P.: Fed. Proc. 18:428 (Mar.) 1959. 3. Oaks, W. W., et al: 
A. M. A. Arch. Int. Med. 104:527 (Oct.) 1959. 4. Lisan, P.: Proceedings, Conference on 
MER/29, Progr. Cardiovasc. Dis. 2:(Suppl.)618 (May) 1960. 5. Oaks, W. W.: Ibid., 
p. 612. 6. Hollander, W., et al.: Ibid., p. 637. 7. Halperin, M. H.: Ibid., p. 631. 8. Toro, J.: 
Ibid., p. 544. 9. Morrison, L. M.: J.A.M.A. 173:884 (June 25) 1960. 
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\ \ | sad en What do you look for in a pre- 


supplement, Doctor? 
t eTe S calcium, of course, and iron, 


as well as the essential vita- 
a pram mins and minerals. (With 
nm her new Pramilets, you get: a 


good supplemental dosage of 
future, phosphorus-free calcium plus 
important fumarate—plus all the 
other necessary nutrients.)m What does your preg- 
nant patient look for in a prenatal supplement? 
Convenient dosage? A tablet she can swallow? A 
pretty bottle for her dresser? Make it Pramilets, 


then. She gets them all—and you sh Qe |] 


get a formula that will carry her 
through term. Pramilets, in grace- ne e 


ful Table Bottles 
of 100 Filmtabs. Pr amilets 
New Pramilets: Comprehensive 


vitamin-mineral support with 
just one Filmtab daily.) 
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"SINCE 1950...TEN YEARS OF GROWING CONFIDENCE 
THE EFFECTIVENESS AND SAFETY OF 


BENEMID. 


PROBENECID 


IN GOUT 


| | 
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MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., WEST POINT, PA. 
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probenecid,,,, "1 


Th OW=Up on Prohen- Des GOUT? 
S and Rheumatism 2:193, 


RENEMID "romarkab Tree trom O 
tolerate the well. We 
and Talbott, J.: Does Your 
Patient Have Gout?, Scientific Exhibit, 
June—3=7,—1957. 
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Supply: BENEMID* probenecid, 0.5 Gm. tablets, bottles of 100 and 1000. 
Also available: Co.BENEMID* 0.5 mg. colchicine and 0.5 Gm. BENEMID, Bottles of 100. 
For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


*BENEMID AND CoLBENEMID ARE TRADEMARKS OF MERCK & CO., Inc. 
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Beating 
too fast? 
Slow it 
down with 


SF. ~2 ASI L Serpasil has proved effective as a heart-slowing agent in the 


(reserpine cza) following conditions: mitral disease; myocardial infarction; 
cardiac arrhythmias; neurocirculatory asthenia; thyroid toxicosis; excitement and effort 
syndromes; cardiac neurosis; congestive failure. Serpasil should be used with caution in 
patients receiving digitalis and quinidine. It is not indicated in cases of aortic insufficiency. 
SuppLieD: Tablets, 0.1 mg., 0.25 mg. (scored) and 1 mg. (scored). Complete information available on request. 
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ECLOMYCIN 


DEMETHYLCHLORTETRACYCLINE LEDERLE 


SUSTAINS 
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DECLOMYCIN Demethylchlortetracycline attaj 
—usually within two hours—blood levels more tha 
adequate to suppress susceptible pathogen 
These levels are attained in tissues and body fluidg. 
on daily dosages substantially lower than thosg 
required to elicit antibiotic activity of comparabk 
intensity with other tetracyclines. With other tetra 
cyclines, the average, effective, adult daily dose i 
1 Gm. With DECLOMYCIN Demethylchlortetrac 
cline, it is only 600 mg. 


TETRACYCLINE 
ACTIVITY 


TETRACYCLINE 
ACTIVITY 


WITH WITH OTHER 
DECLOMYCIN TETRACYCLINE 
THERAPY THERAPY 


DOSAGE 
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sdvenly sustained 


Demethylchlortetracycline sus- 
thaiins, through the entire therapeutic course, the 
activity levels needed to control the primary 
ective process and to check the onset of a com- 
ating secondary infection at the original—or at 
@other—site. This combined therapeutic action 
sustained, in most instances, without the 
nounced hour-to-hour, dose-to-dose, peak- 
dvalley fluctuations in activity levels which 
practerize other tetracyclines. 


Se | 


long retained 


DECLOMYCIN Demethylchlortetracycline retains 
significant activity levels, up to 48 hours after 
the last dose is given. At least a full, extra day 
of positive antibacterial action may thus be con- 
fidently expected. One capsule four times a day, 
for the average adult in the average infection, is 
the same as with other tetracyclines — but the 
total dosage is lower and the duration of anti- 
infective action is longer. 


DAYS OF TETRACYCLINE A' DOSAGE 


DURATION OF PROTECTION 


DAYS OF TETRACYCLINE B* DOSAGE 


DURATION OF PROTECTION 


DAYS OF TETRACYCLINE C’ DOSAGE 


DURATION OF PROTECTION 
DAYS OF DECLOMYCIN DOSAGE 


DURATEIN OF “ROTECTICY 


DEMETHYLCHLORTETRACYCLINE LEDERLE 
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m@ higher activity/intake ratio— positive antibacterial action 
m@ sustained activity levels—protection against problem pathogens 
@ up to two extra days’ activity— protection against recurrence 


CAPSULES, 150 mg., bottles of 16 and 100. Dosage: Average infections — 1 
capsule four times daily. Severe infections—Initial dose of 2 capsules, then 1 
capsule every six hours. 


PEDIATRIC DROPS, 60 mg./cc. in 10 cc. bottle with calibrated, plastic dropper. 
Dosage: 1 to 2 drops (3 to 6 mg.) per pound body weight per day—divided into 4 doses. 


SYRUP, 75 mg./5 cc. teaspoonful (cherry-flavored), bottles of 2 and 16 fi. oz 
Dosage: 3 to 6 mg. per pound body weight per day—divided into 4 doses. 


PRECAUTIONS: As with other antibiotics, DECLOMYCIN may occasionally give rise to glossitis, 
f h stomatitis, proctitis, nausea, diarrhea, vaginitis or dermatitis. A photodynamic reaction to sur- 
or the light has been observed in a few patients on DECLOMYCIN. Although reversible by discontinuing 
added measure therapy, patients should avoid exposure to intense sunlight. If adverse reaction or idiosyncrasy 
of protection occurs, discontinue medication. 
in clinical Overgrowth of nonsusceptible organisms is a possibility with DECLOMYCIN, as with other 
practice antibiotics. The patient should be kept under observation. 


OMYCIN 


DEMETHYLCHLORT 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York @& 
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KEEPS 
THE STOMACH 


FREE OF PAIN 


KEEPS 
THE MIND OFF 
THE STOMACH 


Milpath acts quickly to suppress pain and 
spasm, and to allay anxiety and tension 
with minimal side effects. 


Milpath-400 — Yellow, scored tablets of 
400 mg. Miltown (meprobamate) and 
25 mg. tridihexethy! chloride. Bottle of 50. 


AVAILABLE Dosage: 1 tablet t.i.d. at mealtime and 
IN TWO 2 at bedtime. 


Milpath-290 — Yeliow, coated tablets of 
POTENCIES: 200 mg. Miltown (meprobamate) and a 
25 mg. tridihexethy! chloride. Bottle of 50. : 


Dosage: 1 or 2 tablets t.i.d. at mealtime > 
and 2 at bedtime. =) 


®Miltown + anticholinergic 


® 
WALLACE LABORATORIES Cranbury, N. J. WW) 
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BELCHING BLOATING FLATULENCE 


100 mg. Dosage: 1 or 2 tablets at meal- 


A biochemical compound 
used to diminish intestinal 
gas in healthy persons 
and those patients having 
digestive disorders @ time. Supplied: Bottles of 50 tablets. 


SMITH-DORSEY a division of The Wander Company Lincoln, Nebraska scone: or cewuse, exenessco as orcestive activity unre. 


Each Kanulase tablet contains Dorase* 
320 units combined with pepsin, N.F., 
150 mg.; glutamic acid HCI, 200 mg.; 
pancreatin, N.F.,500mg.;oxbileextract, 
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FURACIN-HC 


(NITROFURAZONE 0.2% AND HYDROCORTISONE 1%, EATON) 


CREAM 


INFECTED AND POTENTIALLY INFECTED DERMATOSES / PYODERMAS / ULCERS 
BURNS / AFTER PLASTIC, ANORECTAL AND MINOR SURGERY 


FURACIN-HC Cream combines the anti-inflammatory and antipruritic effect of hydrocorti- 
sone with the dependable antibacterial action of FURACIN®, brand of nitrofurazone—the 
most widely prescribed single topical antibacterial. The broad bactericidal range of 
FURACIN includes stubborn staphylococcal strains, and there has been no development 
of ‘significant bacterial resistance after more than a dozen years of widespread clinical 
use. FURACIN is gentle to tissues, does not retard healing; its low sensitization rate is 
further minimized by the presence of hydrocortisone. 

FURACIN-HC Cream is available in tubes of 5 Gm. and 20 Gm. Fine vanishing cream base, 
water-soluble. 

NITROFURANS—a unique class of antimicrobials / EATON LABORATORIES, NORWICH, NEW YORK 
Products of Eaton Research 


December 1960 


Day” 


for the neuritis patient 
can be tomorrow 


“R Day”—when pain is relieved—can come early for patients with 
inflammatory (non-traumatic) neuritis if treatment with Protamide 
is started promptly after onset. 


Protamide is the therapy of choice for either early or delayed 
treatment, but early use assures greatest efficacy. 


For example, in a 4-year study’ and a 26-month study” a combined 
total of 374 neuritis patients treated with Protamide during the 
first week of symptoms responded as follows: 
60% required only 1 or 2 daily injections for complete relief 
96% experienced excellent or good results with 5 or less injections 


Thus, the neuritis patient’s first visit—especially an early one— 
affords the opportunity to speed his personal “R Day.” 


Protamide is available at pharmacies and supply houses 
in boxes of ten 1.3 cc. ampuls. Intramuscularly only, 
one ampul daily. 


©frcrman Leboralories 


Detroit 11, Michigan 


PAGE 794 


1. Lehrer, H. W., et al.: Northwest Med. 75:1249, 1955. 
2. Smith, Richard T.: New York Med. 8:16, 1952. 
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ANNOUNCING— 

SPECIFIGALLY FOR 

INFECTIONS DUE TO 
“RESISTANT” STAPHYLOCOCCI 


ENTIRELY NEW SYNTHETIC 
PENICILLIN 


Stapheillin 


sodium dimethoxypheny] penicillin 
FOR INJECTION 


UNIQUE—BECAUSE IT 
RETAINS ANTIBACTERIAL 
ACTIVITY IN THE PRESENCE OF 
STAPHYLOCOCCAL PENICILLINASE 
WHICH INACTIVATES 
OTHER PENICILLINS 


SYNTHETIC PENICILLIN FOR “RESISTANT” STAPH 


Bristol 
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“R Day” 


for the neuritis patient 
can be tomorrow 


“R Day”—when pain is relieved—can come early for patients with 
inflammatory (non-traumatic) neuritis if treatment with Protamide 
is started promptly after onset. 


Protamide is the therapy of choice for either early or delayed 
treatment, but early use assures greatest efficacy. 


For example, in a 4-year study’ and a 26-month study” a combined 
total of 374 neuritis patients treated with Protamide during the 
first week of symptoms responded as follows: 
60% required only 1 or 2 daily injections for complete relief 
96% experienced excellent or good results with 5 or less injections 


Thus, the neuritis patient’s first visit—especially an early one— 
affords the opportunity to speed his personal “R Day.” 


Protamide is available at pharmacies and supply houses 
in boxes of ten 1.3 cc. ampuls. Intramuscularly only, 
one ampul daily. 


PROTAMIDE' 


©fherman 


Detroit 11, Michigan 


PAGE 794 


1. Lehrer, H. W., et al.: Northwest Med. 75:1249, 1955. 
2. Smith, Richard T.: New York Med. 8:16, 1952. 
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ANNOUNCING— 

SPECIFICALLY FOR 

INFECTIONS DUE TO 
“RESISTANT” STAPHYLOCOCCI 


ENTIRELY NEW SYNTHETIC 
PENICILLIN 


sodium dimethoxypheny] penicillin 
FOR INJECTION 


UNIQUE—BECAUSE IT 
RETAINS ANTIBACTERIAL 
ACTIVITY IN THE PRESENCE OF 
STAPHYLOCOCCAL PENICILLINASE 
WHICH INACTIVATES 
OTHER PENICILLINS 


NEW SYNTHETIC PENICILLIN FOR “RESISTANT” STAPH ~ 
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Orricia, Packace Circucar 
November, 1960 


STAPHCILLIN™ 
(sodium dimethoxyphenyl penicillin) 
For Injection 


DESCRIPTION 


STAPHCILLIN is a unique new synthetic parenteral penicillin produced 
by Bristol Laboratories for the specific treatment of staphylococcal 
infections due to resistant organisms. Its uniqueness resides in its 
property of resisting inactivation by staphylococcal penicillinase. It is 
active against strains of staphylococci which are resistant to other 
penicillins. 


Each dry filled vial contains: 1 Gm. STAPHCILLIN (sodium dimethoxy- 
phenyl penicillin), equivalent to 900 mg. dimethoxypheny] penicillin 
activity. 


INDICATIONS 


STAPHCILLIY is recommended as specific therapy only in infections 
due to strains of staphylococci resistant to other penicillins, e.g.: 


Skin and soft tissue infections: cellulitis, wound infections, car- 
buncles, pyoderma, furunculosis, lymphangitis and lymphadenitis. 


Respiratory infections: staphylococcal lobar or bronchopneumonia, 
and lung abscesses combined with indicated surgical treatment. 


Other infections: staphylococcal septicemia, bacteremia, acute or 
subacute endocarditis, acute osteomyelitis and enterocolitis. 


Infections due to penicillin-sensitive staphylococci, streptococci, pneu- 
mococci and gonococci should be treated with Syncillin® or parenteral 
penicillin G rather than STAPHCILLIN. Treponemal infections should 
be treated with parenteral penicillin G. 


DOSAGE AND ADMINISTRATION 


STAPHCILLIN is well tolerated when given by deep intragluteal or intra- 
venous injection. 


As is the case with other antibiotics, the duration of therapy should be 
determined by the clinical and bacteriological response of the patient. 
Therapy should be continued for at least 48 hours after the patient has 
become afebrile, asymptomatic and cultures are negative. The usual 
duration has been 5-7 days. 


Intramuscular route: The usual adult dose is 1 Gm, every 4 or 6 hours. 
Infants’ and children’s dosage is 25 mg. per Kg. (approximately 12 mg. 
per pound) every 6 hours. 


Intravenous route: 1 Gm. every 6 hours using 50 ml. of sterile saline 
solution at the rate of 10 ml. per minute. 


*Warning: Solutions of STAPHCILLIN and kanamycin should not be 


mixed, as they rapidly inactivate each other. Data on the results of 
mixing STAPHCILLIN with other antibiotics are being accumulated. 


DIRECTIONS FOR RECONSTITUTION 


Add 1.5 ml. sterile distilled water or normal saline to a 1 Gm. vial and 
shake vigorously. Withdraw the clear, reconstituted solution (2.0 ml.) 
into a syringe and inject. The reconstituted solution contains 500 mg. 
of STAPHCILLIN per ml. Reconstituted solutions are stable for 24 hours 
under refrigeration. 


For intravenous use, dilute the reconstituted dose in 50 ml. of sterile 
saline and inject at the rate of 10 ml. per minute. 


*This statement supersedes that in the Official Package Circulars dated September and/or October, 1960, 
(continued) 
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OrriciaL Packace Circucar (continued) 


MICROBIOLOGICAL AND PHARMACOLOGICAL 
PROPERTIES 


In vitro studies show that STAPHCILLIN is a bactericidal penicillin 
with activity against staphylococci resistant to penicillin G. Strains of 
staphylococci so far tested have been sensitive to STAPHCILLIN in vitro 
at concentrations of 1-6 mcg. per ml. These levels are readily attained 
in the blood and tissues by administration of STAPHCILLIN at the 
recommended dosage. This unique attribute is probably due to the 
fact that STAPHCILLIN is stable in the presence of staphylococcal peni- 
cillinase. STAPHCILLIN also resists degradation by B. cereus penicil- 
linase. The antomicrobial spectrum of STAPHCILLIN with regard to 
other microorganisms is qualitatively similar to that of penicillin G; 
but considerably higher concentrations of STAPHCILLIN are required 
for bactericidal activity than is the case with penicillin G. 


STAPHCILLIN is rapidly absorbed after intramuscular injection. Peak 
blood levels (6-10 meg./ml. on the average after a 1.0 Gm. dose) are 
attained within 1 hour; and then progressively decline to less than 
1 meg. over a 4 to 6 hour period. It is poorly absorbed from the gastro- 
intestinal tract. STAPHCILLIN is rapidly excreted by the kidney. 


As shown by animal studies, STAPHCILLIN is readily distributed in body 
tissues after intramuscular injection. Of the tissues studied, highest 
concentrations are reached in the kidney, liver, heart and lung in that 
order; the spleen and muscles show lower concentrations of the anti- 
biotic. STAPHCILLIN diffuses into human pleural and prostatic fluids, 
but its diffusion into the spinal fluid has not yet been completely 
studied. However, one patient with meningitis showed a significant 
concentration in his spinal fluid while on STAPHCILLIN therapy. 


Toxicity studies with STAPHCILLIN and penicillin G in animals show 
that they have approximately the same low order of toxicity. 


Certain staphylococci can be made resistant to STAPHCILLIN in the 
laboratory, but this resistance is not related to their penicillinase pro- 
duction. During the clinical trials, no STAPHCILLIN-resistant strains of 
staphylococci were observed or developed; the possibility of the emer- 
gence of such strains in the clinical setting awaits further observation. 


PRECAUTIONS 


During the clinical trials, several mild skin reactions, e.g., itching, 
papular eruption and erythema were observed both during and after 
discontinuance of STAPHCILLIN therapy. Patients with histories of hay 
fever, asthma, urticaria and previous sensitivity to penicillin are more 
likely to react adversely to the penicillins. It is important that the 
possibility of penicillin anaphylaxis be kept in mind. Epinephrine and 
the usual adjuvants (antihistamines, corticosteroids) should be avail- 
able for emergency treatment. Because of the resistance of STAPHCILLIN 
to destruction by penicillinase, parenteral B. cereus penicillinase may 
not be effective for the treatment of allergic reactions. Information 
with regard to cross-allergenicity between penicillin G, penicillin V, 
phenethicillin (Syncillin) and STAPHCILLIN is not available at present. 
If superinfection due to Gram-negative organisms or fungi occurs 
during STAPHCILLIN therapy, appropriate measures should be taken. 


SUPPLY 
List 79502 — 1.0 Gm. dry filled vial. 


BRISTOL LABORATORIES - SYRACUSE, NEW YORK 


Division of Bristol-Myers Company 


CUT HERE FOR FILING 


CUT HERE FOR FILING 


100, 
20! In the presence of staphylococcal 
penicillinase, STAPHCILLIN remained active 
on and retained its antibacterial action. 
, By contrast, penicillin G was rapidly 
= destroyed in the same period of time. 
2 7 (After Gourevitch et al., to be published) 
= 
60. = 
> Zz 
= g 
xe 
304 
204 = 
> 
10. 
0. 


Specifically for “resistant” staph... 


Stapheillin 


sodium dimethoxypheny] penicillin 
FOR INJECTION 


The failure of staphylococcal infections to respond to penicillin therapy is attributed to 
the pénicillin-destroying enzyme, penicillinase, produced by the invading staphylococcus. 


Unlike other penicillins: 


1 Srapucitin is effective. because it retains its antibacterial activity despite the pres- 
ence of staphylococcal penicillinase. 


2 The clinical effectiveness of STAPHCILLIN has been confirmed by dramatic results in 
a wide variety of infections due to “resistant” staphylococci, many of which were serious 
and life-threatening. 


Like other penicillins: 

STAPHCILLIN has no significant systemic toxicity. It is well tolerated locally, and 
pain or irritation at the injection site is comparable to that following the injection of 
penicillin G. In occasional cases, typical penicillin reactions may be experienced. 


PROFESSIONAL INFORMATION SERVICE — The attached Official Package Circular provides com- 
plete information on the indications, dosage, and precautions for the use of StapHcmLuin. If you desire 
additional information concerning clinical experiences with STaPHCILLIN, the Medical Department of 
Bristol Laboratories is at your service. You may direct your inquiries via collect telephone call to New York, 
PLaza 7-7061, or by mail to Medical Department, Bristol Laboratories, 630 Fifth Ave., N. Y. 20, N. Y. 


BRISTOL LABORATORIES * SYRACUSE, NEW YORK 


Division of Bristol-Myers Company 
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Raudixin-the cornerstone of antihypertensive therapy- 
helps relieve the pressures in your patients-helps 
relieve the pressures on your patients / 50 and 100 mg. tablets 
whole root rauwolfia for exceptional patient response 
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SQUIBB Squibb Quality—the Priceless Ingredient 
| i 
Squibb Whole Root Rauwottia Serpentina/‘RAUDIXIN’® 18 A SQUIBB TRADEMARK : # 
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improved 


NEW... super-smooth coated tablets 
...with rapid disintegration time 


Natalins tablets 


comprehensive vitamin-mineral support, pre- and post-natal 


FORMERLY NATALINS COMPREHENSIVE 


Developed and perfected by Mead Johnson research, the new super-smooth 
coating of Natalins tablets makes them even easier to swallow, even more 
appealing to your OB patients. And there is no interference with disintegration 
time —so important for assured vitamin protection. Natalins tablets provide 
generous amounts of iron, calcium, vitamin C, plus eight other significant 
vitamins for the increased needs of multiparas. 

Convenient one-tablet-a-day dosage...attractive new amber bottle 


...if you prefer a less comprehensive formulation 
Natalins® Basic tablets...four basic vitamins and minerals 


Mead Johnson 
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(Triacetyloleandomycin, Triaminic® and Calurin®) 


inner 


safe antibiosis 

Triacetyloleandomycin, equivalent to oleandomycin 
125 mg. This is the URI antibiotic, clinically effective 
against certain antibiotic-resistant organisms. 


fast decongestion 


Triaminic®, 25 mg., three active components stop run- 
ning noses. Relief starts in minutes, lasts for hours. 


well-tolerated analgesia 


Calurin®, calcium acetylsalicylate carbamide equivalent 
to aspirin 300 mg. This is the freely-soluble calcium 
aspirin that minimizes local irritation, chemical erosion, 
gastric damage. High, fast blood levels. 


TAIN brings quick, symptomatic relief of the common 
cold (malaise, headache, muscular cramps, aches and 
pains) especially when susceptible organisms are likely 
to cause secondary infection. Usual adult dose is 2 Inlay- 
Tabs, q.i.d. In bottles of 50. B only. Remember, to con- 
tain the bacteria-prone cold... TAIN. 


SMITH-DORSEY + LINCOLN, NEBRASKA 
a division of The Wander Company 
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weight kept down by diet—nutrition kept up by 


vitamin-mineral combination KAPSEALS® 
By supplementing the diet, NATABEC helps the gravida and nursing mother meet the nutritional demands 
of pregnancy and lactation. Each Kapseal. provides a balanced formula of vitamins and minerals important 


to the maintenance of optimum health usage: Onevonmote Kapseals daily. Supplied: Natabec Kapseals are available 
in bottles of 100 | PARKE, ‘DAVIS-& COMPANY PUETROIT 32, MICHIGAN | PARKE-DaAVIS 
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new, improved, 
more potent relaxant 
for anxiety and tension 


e effective in half the dosage required with meprobamate 


¢ much less drowsiness than with meprobamate, 
phenothiazines, or the psychosedatives 


e does not impair intellect, skilled performance, or normal behavior 
e neither depression nor significant toxicity has been reported 


alert tranquillity 


EMYLC AMATE 


a familiar spectrum of antianxiety and muscle-relaxant activity 
no new or unusual effects—such as ataxia or excessive weight gain 

may be used in full therapeutic dosage even in geriatric or debilitated patients 
no cumulative effect 

simple, uncomplicated dosage, providing a wide margin of safety for office use 


STRIATRAN is indicated in anxiety and tension, occurring alone or in 
association with a variety of clinical conditions. 

Adult Dosage: One tablet three times daily, preferably just before meals. 

In insomnia due to emotional tension, an additional tablet at bedtime usually 
affords sufficient relaxation to permit natural sleep. 

Supply: 200 mg. tablets, coated pink, bottles of 100. 


While no absolute contraindications have been found for Striatran in full recommended dosage, 
the usual precautions and observations for new drugs are advised. 


For additional information, write Professional Services, 
Merck Sharp & Dohme, West Point, Pa. 


Qo) MERCK SHARP & DOHME, DivisiON OF MERCK & CO., Inc., WEST POINT, PA, 


STRIATRAN IS A TRADEMARK OF MERCK & CO., INC, 
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New, more effective analgesi 


Kills pai 


stops tension 


For neuralgias, dysmenorrhea, upper respiratory 
distress, postsurgical conditions...new compound 


m™ kills pain, stops tension, reduces fever—gives more 


4 Soma Compound is an entirely new, totally dif- 
i ferent analgesic combination that contains three 
\ drugs. First, Soma: a new type of analgesic that 
HT has proved to be highly effective in relieving 
both pain and tension.” Second, phenacetin: 
{ a “standard” analgesic and antipyretic. Third, 


NEW NONNARCOTIC ANALGESIC 


® Composition: Soma (carisoprodol), 200 mg., _ 
phenacetin, 160 mg.; caffeine, 32 mg. 
Dosage: 1 or 2 tablets q.i.d. 
Supplied: Bottles of 50 apricot-colored, 
scored tablets. 


\ complete relief than other analgesics. 


caffeine: a safe, mild stimulant for elevation of 
mood. As a result, the patient gets more complete 
relief than he does with other analgesics. 

Soma Compound is nonnarcotic and nonad- 
dicting. It reduces pain perception without im- 
pairing the natural defense reflexes.” 


Dosage: 1 or 2 tablets q.i.d. 


NEW FOR MORE SEVERE PAIN 


soma (Jompound- codeine 


BOOSTS THE EFFECTIVENESS OF CODEINE: Soma Compound boosts 
the effectiveness of codeine. Therefore, only %4 grain of codeine phosphate 
is supplied to relieve the more severe pain that usually requires % grain. 
Composition: Same as Soma Compound plus % grain codeine phosphate. 


Supplied: Bottles of 50 white, lozenge-shaped tablets; subject to Federal Narcotics Regulations. 


*References available on request. 


WALLACE LABORATORIES * Cranbury, N. J. 
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an antibiotic improvem 
designed to provide 


Il 
Pulvules’ . 
(propionyl erythromycin ester lauryl! sulfate, Lilly) 

in a more acid-stable form 
assure adequate absorption even when taken with food 
Tlosone retains 97.3 percent of its antibacterial activity after exposure to gastric 
juice (pH 1.1) for forty minutes.! This means there is more antibiotic available 
for absorption—greater therapeutic activity. Clinically, too, Ilosone has been 
shown?:3 to be decisively effective in a wide variety of bacterial infections—with 
a reassuring record of safety.‘ 
Usual dosage for adults and for children over fifty pounds is 250 mg. every six hours. 
Supplied in 125 and 250-mg. Pulvules and in suspension and drops. 

1. Stephens, V. C., et a/.: J. Am. Pharm. A. (Scient. Ed.), 48:620, 1959. 

2. Salitsky, S., et a/.; Antibiotics Annual, p. 893, 1959-1960. 

3. Reichelderfer, T. E.,-et a/.: Antibiotics Annual, p. 899, 1959-1960. 

4. Kuder, H. V.: Clin. Pharmacol. & Therap., in press. 

ELI LILLY AND COMPANY «+ INDIANAPOLIS 6, INDIANA, U.S.A. 
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clinical use... 


Proven 


in more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


1 simple dosage schedule produces rapid, reliable 
tranquilization without unpredictable excitation 


no cumulative effects, thus no need for difficult 
dosage readjustments 


does not produce ataxia, change in appetite or libido 


does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


ao 


does not impair mental efficiency or normal behavior 


Miltown: 


meprobamate (Wallace) 


Usual dosage: One or two 400 mg. tablets t.i.d. 
Supplied: 400 mg. scored tablets, 200 mg. sugar-coated tablets; 
Or as MEPROTABS*—400 mg. unmarked, coated tablets. 


STRADE-maRK 


f° WALLACE LABORATORIES / Cranbury, N. J. 
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EFFICIENT & ACCEPTABLE 


PRONEMIA provides iron in a highly efficient and | F#ch PRONEMIA capsule contains: 


. Vitamin Biz with AUTRINIC ® 
readily accepted form—as ferrous fumarate—for a 


heightened hematologic response per mg./dose and 2.U.S.P. Oral Units 
a lowered risk of gastrointestinal irritation. Formula | Ferrous Fumarate 

and toleration assure full dosage every day...be- (Elemental iron, 115 mg.) 

cause patients rarely forget, or reject, the once-a- ge etna “ 

day regimen. PRONEMIA includes all needed hematinic 
factors with AUTRINIC® Intrinsic Factor Concentrate 


and Vitamin B,>. 


IN EASY 1-CAPSULE DAILY 


PRONEMIA 


Hematinic Lederle 


Available on your prescription only. 


Eb aerind LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 


Volume XXII, Number6 GE 


2. 

a = dpe : 
| 
A i 
2 
‘ 
ve 160 
{ 
‘ i 
| 


a reservoir of dependable perf 


Terramycin 


BRAND OF TETRACYCLINE 


— a | 


today’s form of 
Cosa-Terramycin’ 


OXYTETRACYCLINE WITH GLUCOSAMINE 


assuring dependable, 
broad antibiotic 
usefulness with 
excellent 

toleration 


Science 
for the world’s 
well-being™ 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, New York 


IN BRIEF 


Cosa-Terramycin provides oxytetracycline (Terramycin®) with 
glucosamine for enhanced absorption. The dependability of 
Cosa-Terramycin derives from the broad antimicrobial effec. 
tiveness, excellent toleration, and low order of toxicity of oxy- 
tetracycline. Pharmacologically, it is characterized by high 
tissue penetration, low-serum binding, and rapidly attained high 
urinary concentration. 


INDICATIONS: Because oxytetracycline is effective against both 
gram-positive and gram-negative bacteria, rickettsiae, spiro- 
chetes, large viruses, and certain parasites (amebae, pinworms), 
Cosa-Terramycin is indicated in a great variety of infections 
due to susceptible organisms, e.g., infections of the respiratory, 
gastrointestinal, and genitourinary tracts, surgical and soft-tissue 
infections, ophthalmic and otic infections, and many others. 


ADMINISTRATION AND DOSAGE: Adults: 1 Gm. of oxytetracycline 
daily in four divided doses is usually effective. In severe infec- 
tions, a larger dosage (2-4 Gm. daily) may be indicated. Infants 
and children: 10-20 mg. of oxytetracycline per lb. of body 
weight daily. Certain diseases are treated in courses. 


For intramuscular therapy: Adults: Terramycin Intramuscular 
Solution (200-300 mg. daily) should be adequate for most 
mild and moderately severe infections. In severe infections, 
300-500 mg. daily may be necessary. Infants and children, pro- 
portionately less. 


SIDE EFFECTS AND PRECAUTIONS: Antibiotics may allow over- | 
growth of nonsusceptible organisms — particularly monilia and 
resistant staphylococci. If this occurs, discontinue medication 
and institute indicated supportive therapy and treatment with 
other appropriate antibiotics. Aluminum hydroxide gel has 
been shown to decrease antibiotic absorption and is therefore 
contraindicated. Glossitis and allergic reactions are rare. There 
are no known contraindications to glucosamine. 


SUPPLIED: Cosa-Terramycin Capsules, 250 mg. and 125 mg. 
Terramycin is also available in: Cosa-Terrabon® Oral Suspen- 
sion, a palatable preconstituted aqueous suspension containing 
125 mg. per 5 cc. teaspoonful, bottles of 2 oz. and 1 pint; 
Cosa-Terrabon® Pediatric Drops, a palatable preconstituted 
aqueous suspension containing 5 mg. per drop (100 mg. per cc.), 
bottle of 10 cc. with calibrated plastic dropper; and Terramycin 
Intramuscular Solution, conveniently preconstituted, in the new 
10 cc. multi-dose vial, 50 mg. per cc., and in 2 cc. prescored glass 
ampules, containing 100 mg. or 250 mg., packages of 5 and 
100. In addition, a variety of other systemic and local dosage 
forms are available to meet specific therapeutic requirements. 


More detailed professional information available on request. 
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taste-tested 


experts 


® 


Ina recent survey of nearly 700 children, over 2 to 1 expressed 
their preference for Vi-Sol Chewable Vitamins over the other 
leading chewable vitamin tablets. Frankly, we’re quite 
surprised over those who filed the minority report. From 
past experience, we thought that all children over 2 pre- 
ferred delicious, fruit-flavored Vi-Sol Chewable Vitamins. 
TRi-vi-so.® Chewable Vitamins, 3 basic vitamins. 
PoLy-vi-soL® Chewable Vitamins, 6 essential vitamins. 
peca-vi-sor® Chewable Vitamins, 10 significant vitamins. 


Chewable Vitamins 


Mead Johnson 


Symbol of service in medicine 
186760 


pre- and 
ostoperatively 
66 
Vaginal Cream 
| facilitates 
surgery... favors 
healing 
In the postmenopausal patient undergoing surgery, “Premarin” 
Vaginal Cream, used locally both pre- and postoperatively, helps 
restore the atrophic and friable mucosa to a healthier, more normal 
state by promoting proliferation and vascularity of the epithelium. 
Surgery is facilitated, and healing takes place more rapidly. In 
addition, by lowering the vaginal pH, “Premarin” Vaginal Cream 
helps create an environment unfavorable to the growth of patho- 


gens. (Suggested therapy: 2 to 4 Gm. daily for about 10 days 
before and 10 days after surgery.) 


In senile vaginitis, “Premarin” Vaginal Cream also greatly sim- 
plifies treatment by restoring the influence of estrogen directly 
to the vaginal mucosa. In this condition its healing and soothing 
effect is almost immediate. 


“Premarin” H-C Vaginal Cream (with hydrocortisone) is valuable 
when immediate anti-inflammatory, antipruritic action is needed. 


Supplied: “Premarin? Vaginal Cream—0.625 mg./Gm. conjugated 
estrogens, equine in nonliquefying base/1% oz. tubes w. applic. 
“Premarin” H-C Vaginal Cream—same estrogen content plus 1 
mg./Gm. hydrocortisone (present as acetate)/1 oz. tubes w. applic. 


In monilial vaginitis, ““Vanay” Vaginal Cream is particularly effec- 
tive therapy. Unique self-regulating action maintains continuous 
fungistatic control without danger of local irritation. Nonsensitiz- 


ing, nonirritating, nonstaining, odor-free. =] 


AYERST LABORATORIES * New York 16, N. Y. * Montreal, Canada = mcso"* 
“Vanayg Vaginal Cream — Brand of Triacetin. 6034 
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In active people who won't take time to eat properly, MyADEc can help prevent deficiencies by 
providing comprehensive vitamin-mineral support. Just one capsule a day supplies therapeutic 
doses of 9 important vitamins plus significant quantities of 11 essential minerals and trace 
elements. MYADEC is also valuable in vitamin depletion and stress states, in convalescence, in 
chronic disorders, in patients on salt-restricted diets, or wherever therapeutic vitamin-mineral 
supplementation is indicated. 
Each MyabEc Capsule contains: vitamins: Vitamin crystalline—5 mcg.; Vitamin (riboflavin)—10 mg.; 
Vitamin Be (pyridoxine hydrochloride)—2 mg.; Vitamin B; mononitrate— 10 mg.; Nicotinamide (niacinamide)— 
100 mg.; Vitamin C (ascorbic acid)—150 mg.; Vitamin A—(7.5 mg.) 25,000 units; Vitamin D—(25 mcg.) 1,000 
units; Vitamin E (d-alpha-tocophery] acetate concentrate)—5 I.U. MINERALS: (as inorganic salts) lodine—0.15 mg.; 
Manganese—1 mg.; Cobalt—0.1 mg.; Potassium—5 mg.; Molybdenum—0.2 mg.; Iron—15 mg.; Copper—1 mg.; 
Zinc—1.5 mg.; Magnesium—6 mg.; Calcium—105 mg.; Phosphorus—80 mg. Bottles of 30, 100 and 250. 


a quick “bite”... 
then back 

to the grind P 
nutritional 
deficiency’s 
not far behind. 
prescribe... 


high potency vitamin-mineral supplement ; 


PARKE-DAVIS 


PARKE, DAVIS & COMPANY 
Detroit 32, Michigan 


% 


FOR SIMULTANEOUS IMMUNIZATION 
AGAINST 4| DISEASES? 
Poliomyelitis -Diphtheria-Pertussis-Tetanus 


PEDI-ANTICS 


OuR 
— 
—ONE IS yes. 
TETRAVAX.. WONDERFUL, 
IN PLACE ISN'T TURNS 
OF IT? COWARDS 
Two! INTO 
HEROES. 


DIPHTHERIA AND TETANUS TOXOIDS WITH PERTUSSIS AND POLIOMYELITIS VACCINES 


now you can immunize against more diseases...with fewer injections 


Dose: 1 ce. 

Supplied: 9 cc. vials in clear plastic cartons. Pack- 
age circular and material in vial can be examined 
without damaging carton. Expiration date is 
on vial for checking even if carton is discarded. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


TETRAVAX IS A TRADEMARK OF MERCK & CO., ING. 


@} MERCK SHARP & DOHME, pivision or MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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Will your hands tolerate 
the abuse of frequent washing ? 


“te 


Silicare is formulated to protect your hands against the 
abuse of frequent washing, contact with irritants and 


other causes of dermatitis that you encounter in your r 
practice every day. Silicare is an effective silicone prepa- + 
ration. It protects with an invisible surface film that ie 
repels moisture and conserves natural skin oils. At the im 
same time, Silicare is antiseptic, antipruritic and mildly si 
keratolytic. The literature'* offers convincing proof of one application j 

protects through 


its protective properties. Try Silicare yourself. Your 
hands need the comfort and protection it affords. 


1. LeVan, P. et al.: Cal. Med. 81:210 (Sept.) 1954. 
2. Salomon, S.L. et al.: Ind. Med. & Surg..26:474 (Oct.) 1957. 


several washings 


REVLON 
DIVISION NEW YORK, N.Y. 
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Before: During: After: 

Microphotograph showing Degranulation following Regeneration of granules 
insulin granules in beta cells administration of Orinase. following termination 
of pancreas of normal dog. Note complete release of Orinase dosage. 


of native insulin. 


: Adjust Orinase dosage to make available the amount of native insulin needed by the diabetic patien 
: This may be done freely because Orinase has virtually no “ceiling” imposed on dosage by toxicity 0 
untoward effects. 

"o In a series of 187 diabetic patients successfully managed on Orinase (tolbutamide) during 
period of 6 to 30 months, the reported! distribution of daily doses was as follows: 1 gram, 17%; 14 
grams, 22%; 2 grams, 40%; 3 grams, 21%. 

Similarly, in three years’ clinical experience with a population of approximately 3,000 diabetic 
on Orinase, it has been observed that about one-third of the patients at any one time require an 
receive dosages of 2 to 3 grams a day for successful management.” 

To obtain optimum control, and avoid needless “secondary failures”—give sufficient Orinas 
to meet varying requirements from patient to patient or in a given patient from time to time. 


Each tablet contains: 


Tolbutamide..... 0.5 Gm. 

1. Gorman, C. K., and For those diabetics who won't stick 

Weaver, J. A.: Brit. M. J. > 
2:1214 (Dec. 5) 1959. to their diets, add appetite-suppressing Didrext 
2. Case data courtesy ° 

Henry Dolger, M.D. (benzphetamine, 50 mg. per tablet). 


* TRADEMARK, REG. U. S. PAT. OFF.—TOLBUTAMIDE, UPJOHN trravemank 


KALAMAZOO, MICHIGAN 
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Orinase Dosage (grams per day) . 


Date Entnes and Comments 
6/9/56 Mr. J.S., 54 yrs. old, diabetes mellicus 1% yrs. 
: F. H.—neg. for diabetes. P. H.—surg. 0, med. 0. 
Restaurant manager—M., 3 children living and well. 
a We. 155 Ib. 1 yr. ago; now 125. 
P. l.—onset 1% yrs. ago With thirst and polyuria; 
glycosuria found. On diet. In past year losi 30 |b., 
three year = strict diet—all kinds of dietetic substitutes. 
case 2 Some asthenia, Afraid of imsulin, No recent 
glycosuria or nocturia. P. Exam.—thin male. 
history” ; Fundi neg. ENT neg. BP 140/80. 
: Heart and fungs neg. Extremities: poor pulses. 
Urine—sugar 0, acetone 0, Noon bicod sugar 240. 
Rx more adequate diet and Orinase 3 Gm. 
7/9/56 Wt. 127, urine 0-0, B. $110, occ. nocturia but 
no glycosuria, Rx: more, Orinase 2 Gm. 
8/29/56 19946, urine Rx 1.5 Gm. 
(10/1/56 We. 143, B, §. 125. Rx 1 Gm. 
4) 
3 
We. 148, urme 4+ 0-0, noon B. $. 160. Rx 2 Gm. 
12/7/56 146, urine 04-0, noon B. 120. Rx 1 Gm. 
1/11/57. Wt. 1444, urine 0-0-0, noon B.S. 15¢. Rx 1 Gm. 
q $/11/57 Wt. 1444, urine 0-0, noon B. 5. 120. Rx 1 Gm. 
-§/10/57 140%, urine 44-00. B.S, 275. Rx 8 Gm. 
6/12/57 13854, urine 0-0-0, noon B.S. 114. Rx 2Gm. 
8/7/57 Wt. 136%, urine 0-0-0. B.S. 100. Rx | Gm. 
n 10/2/57 We. 136%, urine 0-0-0. B.S, 85, Rx 1 Gm. 
11/29/57. Wt. 136%, urine 0-0-0. B.S. 123. Rx 1 Gm. 
1/17/58 Wt, 134%, urine 4+ 0-0, B.S. 216. Rx 3Gm. 
2/14/58 Wet. 132, urine 0-0-0. B.S. 135. Rx 3 Gm. 
i 
nd 8/28/58 . We. 136%, urine 0-0-0, noon B.S. 93. Rx 2 Gm. 
5/5/58 We. 138, urine 0-0-0. B.S. 112. Rx 1.5 Gm. 
6/16/58 Wt. 187, urine 0-0-0, B. 98. Rx 1 Gm. 
8/11/58 We. 138, urine 0-0-0, noon B.S. 182. Rx 0.5 Gm. 
30/90/58 134, urine -0-0, B.S. 220. Rx 1 Gm. 
41/24/58 We. 131%, urine trace -0.0. 251. Rx 3 Gm. 
9/18/59 Wt. 134, urine 0-0-0. B.S, 120. Rx 1 Gm. 


4/9759 We. 137%, urine 0-0-0. B.S. normal. Rx | Gm. 


6/5/59 We. 138, uring 0-0-0, B.S. normal. Rx Gm. 
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When the headache is associated with nervous tension and G.I. disturbance: 
CA F ERGOT P-B TA BLETS : ergotamine tartrate l mg., caffeine 100 mg., 
Bellafoline 0.125 mg., pentobarbital sodium 30 mg. Dosage: 2 at first sign 

of attack; if needed, 1 additional tablet every % hour until relieved 

(maximum 6 per attack). 

CAFERGOT P-B SUPPOSITORIES: ergotamine tartrate 2 mg., caffeine 100 mg., 
Bellafoline 0.25 mg., pentobarbital sodium 60 mg. Dosage: 1 as early as 

possible in attack; second in 1 hour, if needed (maximum 2 per attack). 


For a new brochure on Migraine and Tension Headaches, reviewing clinical reports on diagnosis and therapy, write: Sandoz, Hanover, N. J. 


CAFERGOT TABLETS: ergotamine tartrate 1 mg., caffeine 
100 mg. Dosage: same as Cafergot P-B Tablets. 


CAFERGOT SUPPOSITORIES: ergotamine 
tartrate 2 mg., caffeine 100 mg. Dosage: same 
as Cafergot P-B Suppositories. 
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New evidence 


helps resolve 
current controversy 
over 
oral penicillins 
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Source 


of 


confusion: 


To 
clarify 
the 
problem: 


dependence on microgram ‘‘blood levels’’ 
of oral penicillins as the measure of thera- 
peutic value 


Concerning this, McCarthy and Finland! state: 
“Some [oral penicillins] may be well absorbed but of 
low activity, and others may be of higher activity 
and less well absorbed but nevertheless may provide 
more total activity.” 


In their study, McCarthy and Finland compared the 
serum levels by weight and the serum antibacterial activ- 
ity of several penicillins in a series of well-controlled 
crossover studies. Among the oral penicillins tested were 
penicillin V potassium and phenethicillin (potassium 
alpha-phenoxyethy] penicillin). The subjects used in the 
study were normal, healthy young men. Before and after 
ingestion of the antibiotics, the activity of the subjects’ 
serums was tested against three common pathogens— 
hemolytic streptococcus 98, Type 3 pneumococcus, and 
Staphylococcus aureus 209P—by the twofold tube dilu- 
tion method. 


These facts emerge: 
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(average of 12 subjects) 


IK SS AX EXC 


= Activity 


—McCarthy, C. G., and Finland, M.: Absorption and Excretion of 


Four Penicillins, New England J. Med., 263:315 (August 18), 1960. 


(average of 12 subjects) 
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Total Activity* 
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of phenethicillin were higher, 
“penicillin V [potassium] provided greater 


[and] at least equivalent activity 
against the staphylococcus... .” 


activity than phenethicillin against the 
streptococcus and pneumococcus... 


and still inhibit 


Streptococcus 98! 


*Shows “area under the curve,”’ that is, the average of serum dilutions taken over a five-hour period. 


Number of times serum can be diluted 


ie 
4 
3 
afk 
a 
er. ee Number of times serum can be diluted ae 
and still inhibit 
Type 3 Pneumococcus! 
= 
ca 
bs 
i 
[479] 
Total Activity* 4 


7/7, Potassium penicillin V 
 Phenethicillin (capsules) 
: Phenethicillin (tablets) 


Lined areas represent fasting levels; shaded 
_ areas depict levels after food. 


Number of times serum can be diluted 
“Blood Levels” vs. “ABA” 


Staphylococcus reo McCarthy and Finland’s 
conclusions extend and con- 
firm their previous observa- 
tions? and those of Griffith.’ 
They demonstrate that 
phenethicillin gives higher 
“blood levels” in micro- 
grams, but, in terms of anti- 
bacterial activity in the 
serum (“ABA”), potassium 
penicillin V is clearly supe- 
rior against the common 
pathogens (streptococcus 
and pneumococcus), and it 
is at least equal against the 
staphylococcus. 
Furthermore, they show 
that these high antibacterial 
levels for potassium peni- 
Promvo cillin V are less severely af- 
fected by food. Thus, 
WG whether taken before meals 


ca Yj , or after, potassium penicillin 
of; V provides greater assurance 
ue Activity of therapeutic activity. 
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V-CILLIN 


(penicillin V potassium, Lilly) 


intense antibacterial activity 


V-Cillin K produces greater antibacterial ac- 
tivity in the serum against the common patho- 
gens than any other oral penicillin.!-$ 


unsurpassed safety 


No form of penicillin has been shown to be less 
allergenic or less toxic than V-Cillin K.45 


proved clinical effectiveness 


Documented experience with penicillin V and 
potassium penicillin V demonstrates the clini- 
cal excellence of V-Cillin K.*-29 


Now at lower cost to your patient 
Prescribe V-Cillin K, in scored tablets of 125 
and 250 mg., or V-Cillin K, Pediatric, in 40 
and 80-cc. bottles. 


ELI LILLY AND COMPANY 
INDIANAPOLIS 6, INDIANA, U.S.A. 
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9, 1957 . A Clinical Evaluation of cw England 
Respira Infections, Illinois M. J., 111 :161, 1987, 
9. The Use of Penicillin V in Acute Respiratory Infections of Child- 
hood, Arizona Med., 15 :799, 1958. 10. Observations on the Clinical 
Use of V-Cillin* in Pediatric Practice, J. Pediat., 50:39, 1957. 
11. Effect of Penicillins v = G on Carriers of Various Groups of 
iin a Chi ’s Home, Pediatrics, 19: —\. 1957. 12. The 
Treatment of Moderate and Severe Pneumococcal Pneumonia with 
Oral Penicillin, A.M.A. Arch. Int. Med., 103 :184, 
1959. Treatment of Moderate and Severe Lobar Pneu- 
monia with Oral Penicillin V, Antibiotics Annual, ae. D. 300, 1956-1957. 
14. Penicillin (Penicillin V) of Subacute 
Bacterial Endocarditis, J.A.M.A., 160 :931, 1956. The Efficacy 
< Penicillin V (Phenoxymethyl Penicillin) i in the Treatment rf _ 
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cal Study of Oral Phenoxymethyl Penicillin and Parenteral Procaine 
Penicillin G, A.M.A. J. Dis. Child., 96:179, 1958. 21. Penicillin V: 
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22. Penicillin V Seinen of Beta- Hemolytic Streptococcal Infec- 
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acute Bacterial Endocarditis: iminary Report, Antibiotics An- 
nual, p. “502, 1955-1956. 26. on Use of Phe- 
methyl Penicillin (Penicillin V), M. 160 :928, 1956. 
in the Prophylaxis of tafe: 
time in Susceptible Children, Antibiotics Ann 
28. Phenoxymethy] Penicillin in the Treatment of "s Hemolytic Strep- 
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*V-Cillin® (penicillin V, Lilly) 
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Announcing 


DAYTEENS 


TRADEMARK 


A NUTRITIONAL PRODUCT 
FORMULATED TO 
SUPPLEMENT THE DIET 
OF GROWING TEENAGERS 


Recent studies show 

some potentially serious deficiencies 

in the diets of many of our young people. 
Dietary reform is a desirable, 

but not always practical, objective. 

A case exists for 

a special nutritional supplement 

for the 13-19 age group. This is 

a report on just such a supplement. 


THE TEENAGER: A PICTURE OF HEALTH (OR IS HE?) 
Caught between childhood and maturity, and not 
always too sure what to do about it, the American 
teenager goes his busy and inquisitive way. He is by 
turns morose, ecstatic, narrowly cynical, and all-be- 
lieving; and this, we say is part of the privilege, and 
the paradox, of youth. That he is practically indestruc- 
tible is one of the hardy verisimilitudes of his elders. 

Truly, could anything be wrong with so fine a speci- 
men? An increasing body of data indicates a basis for 
concern over his nutritional habits. 


THE APPETITE IS GOOD — BUT NOT ALWAYS THE NUTRITION 
Between the ages of 13 and 19, the adolescent boy or 
girl undergoes striking skeletal and muscular changes. 
This accelerated growth can be graphed as follows: 


4 6 8 10 12 14 1618 


i 

It is obvious why the average teenager is known for 
his appetite. The long bones are growing. He has to eat 
to keep up with himself. 

Unhappily, his nutrition is not always as impressive 
as his appetite. He eats — but eats what he wants, when 
he wants. Indeed, eating itself—or not eating —may 
become part of that complex of attitudes publicized 
generically as the “rebellion” of youth. 


LOW INTAKES OF CALCIUM, IRON AND CERTAIN VITAMINS 
SEEN 

A series of nutritional studies, carried out under gov- 
ernmental and academic auspices, raises some serious 
questions about the teenage diet: 


REPORT #1: Adolescent males and females, aged 15 and 
16 were interviewed; dietary intakes were studied for 
seven days. “Approximately two-fifths of the girls 
were consuming less than 10 mg. iron, and one-fourth 
to one-third (two localities) received less than 0.8 Gm. 
calcium. Intakes of ascorbic acid were well below 50 
mg./day (32% of girls in one locality) and below 60 
mg./day (34% of boys in both localities).” 


REPORT #2: “A sharp drop in milk drinking occurred 
between age groups 6-13 and 13-19 years.” 
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REPORT #3: “. . . too little calcium due to a low con- 
sumption of milk; insufficient intake of green and yel- 
low vegetables and fruits resulting in suboptimal 
supplies of vitamin A; too little ascorbic acid; and 
questionable provision for an amino acid mixture that 


will support optimum health.” 


reporT #4: “At present, the nutrition of adolescent 
girls, the age group least amenable to nutrition educa- 
tion, is usually poorer than that of younger children 
although their needs are high.” 


REPORT #5: “The nutrients most often found to be 
lower than the recommended amount in the diets of 
children and adults . . . were vitamins A and C, cal- 
cium and iron.” 


REPORT #6: “Approximately half (45.6% of the 114 
girls of age 15 and over) had on the average less than 
67% of the Allowances in calcium. Among the Iowa 
school children, the teen-age girls were conspicuous 
for their poor diets.” 

Many theories may be advanced as to the causes of 
such a poor dietary showing: skipped and skimped 
meals; poor parental regulation of diet; an increased 
pace of social, athletic and educational activities; the 
inevitable snacking—and a great deal of misguided 
dieting by figure-minded girls. The picture is not en- 
couraging. 

While outright clinical malnutrition is rarely seen, 
it is quite possible that a marginal or suboptimal in- 
take may become of real importance during illness or 
stress. This is particularly true of the teenage girl, 
whose diet is frequently seen to be suboptimal — and 
upon whom an early marriage and pregnancy may be 
severely, and even dangerously, taxing. For example, 
it has been suggested that the incidence of eclampsia, 
stillbirths and malformation (in young mothers) is 
greater in the presence of a poor dietary history. 


DIETARY REFORM IS, AT BEST, DIFFICULT 

Obviously, dietary reform is the ideal answer. Just as 
obviously, it is not going to be the final answer for the 
youngster who has more “important” things on his 
mind than a Planned Dietary. 

His is an age of ritual. Social totems abound. The 
4:00 o’clock soda-hour, if not conceived in wisdom, 
is at least met with regularity. It is unlikely that the 
teenager is going to mend his ways on appeal to any- 
thing as tenuous (to him) as “proper nutrition.” 

A nutritional supplement, formulated to offset the 
net result of such dietary independence, clearly might 
fill a need in many cases—and indeed might furnish 
families with an excellent and economical means of 
supplementation throughout these growing years. 
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FROM ABBOTT — A NEW, CALCIUM-ENRICHED NUTRITIONAL 
To help fill this need, Abbott Laboratories now makes 
available a new vitamin-mineral supplement —formu- 
lated especially to meet the increased requirements of 
growing teenagers. 


The complete formula is shown below: 


Recommended Dietary 
Minimum Daily Allowances 
Requirement For Adolescents 
Each Dayteens Filmtab represents: For Adults Boys 16-19 Girls 16-19 
Vitamin A (5000 units) 15mg. 12mg. 1.5 mg. 1.5 mg. 
4000 u units, = units, 
Vitamin D (1000 units) 25 meg. 
(400 units) units) 
Thiamine Mononitrate (B,) 2 mg. 1 mg. 8 rag. .2 mg. 
Riboflavin (B.) 2mg. 12mg. 5 mg. mg. 
Nicotinamide 20 mg. 10 mg. 25 mg. 16 mg. 
Pyridoxine Hel. 0.5 mg. 
Vitamin B,2 2 meg. 
(as cobalamin concentrate) 
Calcium Pantothenate 5 mg. 
Ascorbic Acid (C) 50 mg. 30 mg. 100 mg. 80 mg. 
Iron 10 mg. 10 mg. 15 mg. 15 mg. 
Copper 0.15 mg. 
lodine 0.1 mg. 
Manganese 0.05 mg. 
Magnesium 0.15 mg. 
Calcium 250mg. 750 mg. 1400 mg. 1300 mg. 
Phosphorus 193 mg. : 


Note that the formula is well fortified with both iron 
and calcium—both important factors during adoles- 
cence, and both frequently seen to be deficient in the 
teenage diet. Another of the “essential” nutrients — 
ascorbic acid—is provided in one and one-half times 
the Minimum Daily Requirement. Indeed, the MDR’s 
of all the essential vitamins are more than met (see 
above), and trace minerals are included for the role 
they play in normal body metabolism. 


A “PERSONALIZED” FORMULA -—IN MORE WAYS THAN ONE 


On the social level Dayteens fits in with the teenager’s 
intensely felt desire to have his “own things.” Day- 
teens is indisputably his vitamin. It comes in an inter- 
esting table bottle and will not be confused with the 
other family nutritionals. 

Filmtab-coated to reduce size and assure stability, 
Dayteens takes a logical place among the other quality 
“Vitamins by Abbott.” It is now available at phar- 
macies in your area. If you’d like additional informa- 
tion and literature, see your Abbott man; 
or write to Abbott Laboratories, North 

. 
Chicago, Illinois. 

1, Hard, M., and Esselbaugh, N. Nutritional Ay of Selected Adolescent Children, 
American Journal of Clinical Nutrition 4:261-268, 

2. Van Syckle, C., Calcium in 5 tee Family Food $ Supplies. Journal of the American 
Dietetic Association 35:1283-1286, 1959. 

3. Everson, G. J. Bases for ‘Concern about Teenagers’ Diets. Journal of the American 
Dietetic Association 36:17-2 

G. Nutritional State the Mother Prior to Conception. J.A.M.A, 168:1655-1659, 
5. Nutritional Status USA. Bulletin 769, California Agricultural Experiment Station, 1959, 


6. Eppright, E. S., and Roderuck, C. Diet and Nutritional Status of lowa School Children. 
American Journal of Public Health 464-471, April 1955. ecesse 
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why no 
folic acid 


Although not itself harmful, the small amounts of folic acid in 
“comprehensive” multivitamins can correct significant blood dis- 
orders to confuse the diagnosis and delay the treatment of perni- 
cious anemia victims.’ Peripheral blood and bone marrow data 
may appear normal! in such patients while accompanying nerve 
degeneration continues. Diagnosis delayed by normal appearing 
indices can thus allow irreparable neurologic damage to occur 
before the true nature of the disease is recognized and treatment 
begun.‘ 

To help physicians avoid this threat, Robins has formulated 
Adabee®, a new therapeutic multivitamin without folic acid, that is 
especially safe for long-term nutritional therapy in patients who 
require maximum support. 


why no vitamin B,, in Adabee*? 


In order to obtain therapeutic levels of specific vitamins for certain 
individual deficiencies, doctors must often employ a “comprehen- 
sive” multivitamin.*’ Many such elongated formulas include as 
ingredients substances which are nonessential, expensive to the pa- 
tient, and irrational.** 


On the basis that Bi. in therapeutic vitamin mixtures has been 
described as needless by the A. M. A.,? and its unnecessary®** 
and indiscriminate use' has been criticized by astute hematologists,” 
internists,”® pathologists,’ and nutritional workers,” this member 
of the B-complex has also been omitted from Adabee. 


In a rational formula,” **"" the need for hormones, enzymes, amino 
acids, or yeast is not supported. And since these superfluous sub- 
stances might encumber the desired response to concurrently ad- 
ministered drugs, they are not found in the Adabee formulas. 


Each yellow, capsule-shaped Adabee® 


Thiamine mononitrate (B:) 
Riboflavin (Bz) 
Pyridoxine HCl (Be) 
Nicotinamide (niacinamide ) 
Calcium pantothenate 
Ascorbic acid (vitamin C) 


Each green, capsule-shaped Adabee®-M 
tablet contains Adabee, plus nine minerals: 
15.0. mg. 


Iodine 


Phosphorus 


references: 


1. Ellison, A. B. C., J.A.M.A., 173:240, 1960, 2. White, P. L., Sec’y, 
A.M.A. Council on Foods and Nutrition, J.A.M.A., 169:41, 1959, 
3. New Eng. J. M., Vol. 259, No. 25, Dec. ‘18, 1958, p. 1231. 4. Good- 
man, L. S., and Gilman, A., The Phar I Basis of Th 

2nd ed., New York, Macmillan, 1955, pp. 1709-10, 1489-91. 5, Federal 
Register, Vol. 25, No. 136, July 14, 1960, p. 6633. 6. Conley, C. L., 
and Krevans, J. R., New Eng. J. M., 245:529-31, 1951. 7. Wintrobe, 
M, M., Clinical Hematology, 3rd ed., Phila., Lea & Febiger, 1952, pp. 
398-400. 8. Frohlich, E. D., New Eng. J. M., 259:1221, 1958. 9. Vilter, 
R. W., Modern Medicine, 28:15, p. 90, Aug. 1960. 10. Bean, W. B., 
Drugs of Choice: 1960-61, W. Modell, ed., St. Louis, C. V. Mosby Co., 
1960, pp.. 115-16. 11. Crosby, W. H., Col., M.C., U.S.A., Military 
Medicine, 125:233, April, 1960. 12. Harris, C. E. C., Conn. State Med, 
J., pp. 543-45, July 1958. 13. Todd, Sanford, and Wells, Clinical 
Diagnosis By Laboratory Methods, 12th ed., W. B. Saunders, Phila., 


XVIII, No. 2, p. 119, Aug. 1958, 17, J.A.M.A., Vol. 173, No. 16, pp. 
1831-32, 1960. 


the multivitamin without folic acid ...or B12 


new! Adabee 


A. H. Robins Co., Inc. 
Richmond 20, Va. 
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SSA 
Vitamin 25,000 USP units 
Vitamin D 1,000 USP units 
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Helps you 
take the misery out of menopause 


as hormones alone often don’t do 


Fast-acting Milprem directly relieves 
both emotional dread and estrogen deficiency 


Dosage: One Milprem tablet t.i.d. in 21-day courses Many physicians find that estrogen therapy is 
with one-week rest periods; during the rest ° . 
periods, Miltown alone can sustain the patient. not enough for the woman who is also filled 
with anxiety by her menopause. Her emotional 
ps a {meprobamate) + conjugated dread may make her so miserable that it 
ogens (equine). 


Supplied: Milprem-400, each coated pink tablet becomes a real clinical problem. 
This is where Milprem helps you so much. It 
old-rose tablet contains 200 mg. Miltown calms the woman’s anxiety and tension; pre- 
vents moody ups and downs; relieves her 
Literature and samples on request. insomnia and headache. At the same time, it 
checks hot flushes by replacing lost estrogens. 
The patient feels better than she did on estrogen 


therapy alone. And your counsel and your 


(Miltown® pius natural estrogens) 


Qi WALLACE LABORATORIES /Cranbury, N. J. 
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prompt relief of 
burning and itching - 


Bless risk of spreading 
dermatoses—no hand 
application 


Bmore uniform 
treatment 


Simparts softness and 
pliability to the skin 


Befficient spray from 
any angle 


plus 


Bmg. for mg. the most 
active steroid 


8 optimal steroid 
concentration 


Bthe quick-acting 
broad activity of 
neomycin 


is e one 
: 


Dosage: Apply to the affected area 2 or 3 times 
a day. Dosage may be adjusted up or down 
depending upon severity of the disorder. Hold 
aerosol container approximately 6 inches from 
the affected area and allow a one- or two-second 
spray for each 4-inch-square area to be treated 
(i.e., one second for an area the size of the back 
of the hand). Each second of spray dispenses 
approximately 0.075 mg. of dexamethasone 
and 0.375 mg. of neomycin sulfate. 
Supplied: In 90-Gm. seamless, pressurized 
cans, containing 10 mg. dexamethasone and 
50 mg. of neomycin sulfate (equivalent to 35 
mg. neomycin base). 

Additional information on DECASPRAY is avail- 
able to physicians on request. 


DECADRON and DECASPRAY are trademarks of 
Merck & Co., INC. 


MERCK SHARP & DOHME 
Division of Merck & Co., INC., West Point, Pa. 


i 2 
the new touch in topical therapy 
4 


AGEN 


PARKE-DAVIS 


ARKE DAVIS & COMPANY DETROIT 32. MICHIGAN 


€ 

4q (N+) 
oxymetholone 
Parke-Davis 

N: ASTHENIA ( UNDER. 

RGEREOR SEVERE INFECTIONS; WASTING DISEASES; BURNS; 
PROMOTES AND MAINTAINS POSITIVE NITROGEN BALANCE HELPS 
RESTORE APPETITE, STRENGTH, AND VIGOR BUILDS FIRM, LEAN) 
MUSCULAR TISSUE FAVORABLY INFLUENCES CALCIUM i 
é _ ADROYD exceeds its androgenic action to the extent that masculinizing effects have not been " 
problem in clinical use.* Other advantages of ADROYD are: Neither estrogenic nor progesta- 
tional. No significant fluid retention. Apparent freedom nause: g. and other 

See medical broch available to p sicians, detal f ac mir istration dosage. 
“Reports to De art me tical Investig mn, | 4 Davy iS — = 


MERCK SHARP & DOHME 
Merck & Co. Inc. Philadelphia l, Pa. 


for the many faces of pain...the many facets of ae D a l N al 


Codeine covers the spectrum of 
pain that will not yield to lesser 
analgesics. Its versatility is a med- 
ical axiom—in oral or parenteral 
form, codeine performs as an ano- 
dyne, mild sedative, and antitus- 
sive. It acts equally well alone or in 
combination. 


MALLINCKRODT STREET 
r ST. LOUIS 7, MISSOURI 
72 GOLD ST., N. Y. 8, N. Y. 
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News from Abbott of a 
truly practical “once a day” 


diuretic-antihypertensive 


TRADEMARK 


ENDURON 


(METHYCLOTHIAZIDE, ABBOTT) 


Longest acting of any available thiazide, 
more sodium excretion with less potassium loss 


= 
= 
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(METHYCLOTHIAZIDE, ABBOTT) 


an improved way to treat edema and hypertension 


once a day, every day 


If you’ve found the thiazide diuretics helpful, you'll particularly appreciate 


Enduron. It provides the familiar benefits of oral thiazide therapy, but in a new 


and (we feel) more practical manner. m= Dosage, for example, is engineered for 


the most practical schedule of all: “Once a day, every day.” Easy to remember, 


easy to stick to. # More important, duration of action of this single daily dose 


is over 24 full hours. This means your first dose is still producing good diuresis 


or hypotensive action right up to the time when the next day’s dose takes effect. 


= A single dose of 10 mg. produces a peak natruretic effect. By this we mean that 


the maximum possible effect occurs with 10 mg., and greater doses do not produce 


greater natruresis. However, most patients require just 5 mg. daily for satisfactory 


response. Some can be maintained on as little as 2/2 mg. Such small doses afford 


a very safe therapeutic ratio. = If you’re concerned about potassium, too, you'll 


like Enduron. It produces the least potassium excretion of any available thiazide. 


Depletion seldom becomes a factor in your therapy. 


See next page for more details... 
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(METHYCLOTHIAZIDE, ABBOTT) 
logical culmination to thiazide therapy 


MOST SUSTAINED ACTION 
OF ANY AVAILABLE THIAZIDE 


For once a day dosage to be really satisfactory, it 
must continue to produce therapeutic effect more 
than 24 hours ‘ater. Otherwise you can expect a 
gap in action until next day’s dose has time enough 
to re-establish the effect. This gap is avoided with 
Enduron therapy. Its action remains well above 
control (i.e., undosed) levels, even at the end of the 
24-hour period. 


ACHIEVES PEAK NATRURESIS 
WITH JUST 10 MG. 


Enduron is about 20 times more potent than hydro- 
chlorothiazide by weight. It is also more potent 
compared at peak doses. As explained before, by 
peak doses we mean the smallest amounts which 
produce maximum natruretic response. In Enduron 
that peak is achieved with just 10 mg. (see graph). 
Larger doses than 10 mg. don’t produce additional 
effect, and aren’t needed. 


MOST POTASSIUM-SPARING 
OF ANY AVAILABLE THIAZIDE 


Enduron enhances sodium excretion, but doesn’t 
boost potassium outgo proportionately. Its ratio of 
sodium excretion versus potassium is the most fa- 
vorable of any available thiazide. In other words, 
Enduron leads to greater sodium excretion per unit 
of potassium excreted, and to less total potassium 
loss than other thiazides. Thus potassium depletion 
is rarely a problem. 


AVERAGE (5 PATIENTS) URINARY SODIUM EXCRETION 


INCREASE 


mEq/24 HOURS 


IN URINARY SODIUM EXCRETION 


PATTERN FOLLOWING 10 MG. OF ENDURON 
300 


INUTE 


PER 


CONTROL EXCRETION LEVEL 
4 


FIVE THIAZIDES: 24-hour sodium 
to potassium excretion ratios ob- 
tained in carefully selected patients 
under a single investigator. * 


60tol 7.5te1 105tol 


Enduron indications and side reactions are generally comparable to those for the earlier thiazides. 
Diuresis is prompt, but like other thiazides, several weeks may be required for full hypotensive effect. 
Enduron has a potentiating action, and you may wish to adjust dosage of other antihypertensive agents 
if they are used at the same time. Our literature gives full details; ask any Abbott representative or 
write Abbott Professional Services, North Chicago, Illinois. 


Supplied in 242-mg. (No. 6827) and 5-mg. (No. 6812) square tablets, bottles of 100 and 1000. 


012291 
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STOPS 


(virtually 9 times out of 10) 


Remission in 82%; relief in 92%. So reports an investigator who recently 
studied ANTivert in dizziness.’ After studying 50 patients, Scal concluded that 
“Those with Meniere's syndrome who were given the preparation [ANTIVERT] 
in the early stages of this condition, reported prompt improvement in the relief 
of dizziness, headaches and tinnitus.’"' 

ANTIVERT Combines meclizine (12.5 mg.) with nicotinic acid (50 mg.). Prescribe 
one ANTivERT tablet before each meal for relief of Meniere’s syndrome, arterio- 
sclerotic vertigo, labyrinthitis, and vertigo of nonspecific origin. 

Supplied: In bottles of 100 biue-and-white scored tablets. Prescription only. 


Reference: 1. Scal, J. C.: Eye Ear Nose & Throat Month. 38:738 (Sept.) 1959. 


New York 17, N. 
Division, Chas. Pfizer 
Science for the World's Welt. -Being™ 


and to help combat the 
nutritional problems of aging... NEOBOWN? capsules 
five-factor geriatric supplement 
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co-ordi nates sedativ. 
for smooth therapeutic control 


BUTIBEL offers an important clinical refinement in the relief of gastro- 
intestinal spasm ...co-ordination of the reliable antispasmodic and anti- 


secretory activity of extract of belladonna 15 mg, and the intermediate 


possible an even, time-matched continuity 
for balanced control of both tension and spasm, without the “cumulative 
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ag SO paticnts experience with phenobarpital. 
LABORATORIES, INC., Phitadeipnia, 32, Pa. 7 
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strains 


® 
ASE 


REPTOKINASE: 


buccal tablets 
| 
can makea 


patient, 
reduce recovery 
e/add 


nvalescence 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New Y: 


> 


i 
| 


in nine years Novahistine hasn't cured a single cold...but it has been prescribed 
for relief of symptoms 


in over 10,000,000 patients* 


Novahistine LP tablets begin releasing medication promptly and continue bringing relief 
for 8 to 12 hours. Two Novahistine LP tablets in the morning and two in the evening will 
effectively control the average patient's discomfort from a cold. Each tablet contains 25 
mg. phenylephrine HCI and 4 mg. chlorprophenpyridamine maleate. 


*Based on National Prescription Audits of new Novahistine prescriptions since 1952. 


i ~ PITMAN-MOORE COMPANY oision oF ALLIED LABORATORIES, INC., INDIANAPOLIS 6, INDIANA 


Novahistine | 


LONG ACTING 
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STREPTOKINASE-STREPTODORNASE LEDERLE 


buccal tablets 


spares 
patient 
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LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York Qa 


new, low-dosage 
FLEET 
THEOPHYLLINE on 


provides therapeutic blood levels in bronchial or 
cardiac asthma with reduced side effects 


advantages of Fleet Theophylline Rectal Unit 


200° Water-soluble form assures more uniform absorption over a wider 
over Suppositories mucosal area... without irritation. Avoids slow and erratic absorption 
of suppositories, which are especially hazardous in children.12 


Avoids oral xanthine side effects (gastric irritation, nausea, vomiting)* 
over oral therapy and loss of drug effectiveness through hepatic metabolism.* 


Obviates potential danger and inconvenience of xanthine injection. 


over higher Recent clinical work indicates that “the amounts of theophylline re- 

quired for relief of bronchospasm are lower than previously thought 
potency products necessary” and side effects are decidedly reduced with the lower 
dosage.5 Early studies® also demonstrate rapidity and duration of relief. 


ADMINISTRATION: Usual dose —contents of a single unit as often as the physician 
may direct. FLEET® THEOPHYLLINE Rectal Unit contains 0.3125 Gm. theophylline 
monoethanolamine in 37 ml. aqueous solution, delivering 0.250 Gm., a 334-gr. dose, 


AVAILABILITY: FLEET® THEOPHYLLINE Rectal Unit is supplied in a prescription 
package of 6 individual ready-to-use units. Also available for patients requiring 
greater concentrations: CLYSMATHANE® Disposable Rectal Unit containing 0.625 
Gm. theophylline monoethanolamine in prescription package of 6 individual ready- 
to-use units. This product delivers 0.5 Gm., a 742-gr, dose. 


1. Ridolfo, A.S., and Kohistaedt, K.G.: Am. J. M. Sc. 237:585, May, 1959. 2. Nolke, A.C.: J.A.M.A. 
161:693, June 23, 1956. 3. Goodman, L.S., and Gilman, A.: The Pharmacological Basis of Thera- 
peutics, ed. 2, New York, Macmillan, 1955, p. 349. 4. Blumenthal, L.S., and Fuchs, M.: Am. J. Gas- 
troenterol. 33:189, Feb., 1960. 5. Prince, H.E.; Jackson, R. H.; Etter, R. L.; Raymer, W.J., and 
Moreland, F. B.: Theophylline Blood Level Studies Following the Rectal Administration of Theophylline 
Monoethanolamine, to be published. 6. Jackson, R. H.; Prince, H. E., and McGivney, F.: Ann. Allergy 
18:620, June, 1960. 


Complete information on request. 


C. B. FLEET CO., ING. Lynchburg, Virginia 
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your complete 
therapy now 


should include 
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buccal tablets 
shorten 
recovery 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York t Lederte ) 
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STREPTOKINASE-STREPTODORNASE LEDERLE 
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For the patient who does not require steroids 


PABALATE® 
Reciprocally acting nonster- 
oid antirheumatics . . . more 
effective than salicylate alone. 
In each enteric-coated tablet: 


ae salicylate U.S.P.....0.3 Gm. (5 gr.) 
ium 

para-aminobenzoate ......0.3 Gm. (5 gr.) 
Ascorbic acid 50.0 mg. 


or for the patient 
who should avoid sodium 


PABALATE® - Sodium Free 
Pabalate, with sodium salts 
replaced by potassium salts. 
In each enteric-coated tablet: 


Potassium salicylate .......... 0.3 Gm. (5 gr.) 
Potassium 

para-aminobenzoate ......0.3 Gm. (5 gr.) 

ic acid 50.0 mg. 


For the patient 
who requires steroids 


PABALATE®-HC 
(PABALATE WITH HYDROCORTISONE) 


Comprehensive synergistic 
combination of steroid and 
nonsteroid antirheumatics... 
full hormone effects on low 
hormone dosage . . . satisfac- 
tory remission of rheumatic 


symptoms in 85 % of patients 
tested. 

In each enteric-coated tablet: 
Hydrocortisone (alcohol) ............ 2.5 
Potassium Salicylate 0.3 
Potassium para-aminobenzoate.. 0.3 Gm. 
Ascorbic 50.0 mg. 


PABALATE-HC 


For steroid or non-steroid therapy: SAFE DEPENDABLE ECONOMICAL 


A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA + Ethical Pharmaceuticals of Merit since 1878 
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“land speed 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York E Liter) 
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A NEW PREPARED MILK 
FORMULA FOR MORE 
EFFICIENT NOURISHMENT 


Looks and tastes like milk... offers 
nourishment comparable to that received 
by infants who are successfully breast fed. 
Immediately acceptable to the newborn, it 
helps the infant make an easy transition 
to fresh milk later. 


Excellent protein and calorie utilization. 
A recent clinical study' demonstrated that 
infants receiving Modilac, in general, per- 
formed more efficiently than those of the 
control groups; weight increment from 2 
to 16 weeks was highest; weight gain per 
unit of protein or per calorie was greatest. 


Modilac is “flash-sterilized.” Browning 
and caramelization, the result of amino- 
sugar bonding and prolonged high process- 
ing temperatures, are markedly reduced. 
Destruction of heat-labile amino acids and 
vitamins is minimized. 

The carbohydrate modifier in Modilac 
is high in dextrins, low in reducing sugars 
. + » provides “spaced” CHO assimilation. 
Corn oil replaces butterfat, adequately 
provides the dietary requirement for lin- 
oleic acid . . . reduces the incidence of skin 
manifestations.” Added vitamins A, C, D, 
B, and thiamine appropriately supplement 
the natural vitamin content. 


BABIES ARE OUR BUSINESS... OUR ONLY BUSINESS!® 


GERBER. BABY FOODS 


*Luis L. Mosovich, M. D., Vivian Pessin, M.A. and Charles U. Lowe, M. D. (University of Buffalo and the Buffalo 
Children’s Hospital), “Effects of Milk Composition on Baby Composition,” American Journal of the Diseases of 


Children, Vol. 100—No. 5, Pages 791-792, Nov., 1960. 


*Hilda F. Wiese, Arild E. Hansen and Doris J. D. Adam, Essential Fatty Acids in Infant Nutrition, J. Nutrition 66: 


345-360, 1958. 
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whenever 
there local 


STREPTOKINASE-STREPTODORNASE LEDERLE 


buccal tablets 


‘‘Normal’’ recovery is not enough. Now, by adding VARIDASE to your 
procedure, you can release your patient from the stress and pain of 
a ‘‘normal’’ recovery—put comfort in convalescence, shorten the re- 
covery cycle, and reap the reward of greater patient appreciation. 


e In treating refractory, chronic conditions, ® Precautions: VARIDASE has no adverse 
VARIDASE therapy gives added impetus to effect on normal blood clotting. Care should be 
recovery. In common, self-limiting conditions, taken in patients on anticoagulants or with a defi- 
VARIDASE provides an easier convalescence cient coagulation mechanism. When infection is 
with faster return to constructive living. This present, VARIDASE Buccal Tablets should be 
can be of major importance even to the pa- given in conjunction with antibiotics. 
tient with a “minor” condition.¢ VARIDASE * Dosage: One buccal tablet four times daily 


ae ;._ usually for five days. To facilitate absorption, 
Buccal Tablets are indicated » cuted te patient should delay swallowing saliva. 
flammation following woume vl surgical 4, Supplied: Each tablet contains 10,000 Units 
procedures, and in suppurative or inflamma- Streptokinase, 2,500 Units Streptodornase. Boxes 
é tory lesions of subcutaneous and deep tissues. of 24 and 100 Tablets. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York > 


y 

| 

\ 

| 

| 

‘ 


Be 


ly within 5-15 minutes. LASTS LONGER—usually pe 


The 
principle 
that makes 


produces soft, 
normal stools 
in functional 
constipation 


Water doesn’t roll off this duck’s back... 
because the water is Surfak-treated. Surfak 
decreases interfacial tension between water 
and oil . . . penetrates the natural oils in the 
feathers, permits water absorption, adding 
weight so that the duck sinks. 

Similarly, in functional constipation, 
Surfak quickly permeates the heterogeneous 
fecal mass. The superior surfactant action 
of calcium bis-(dioctyl sulfosuccinate) re- 
duces the interfacial tension between the 
aqueous and lipoid phases of the intestinal 
content to minimal values. The result is 
soft homogeneous feces which are easily 
moved to evacuation, naturally. 
DOSAGE: 

Adults: One 240 mg. Surfak capsule daily. 
Children (and adults with minimal needs): 
One to three 50 mg. Surfak capsules daily. 
SUPPLIED: 

240 mg. Surfak capsules in bottles of 15 and 
= A mg. Surfak capsules in bottles of 30 
an 


LLOYD BROTHERS, INC. 


CINCINNATI 3, OHIO 
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with hypertens/ 
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another pa 


in all degrees ii by itself in most 
of hypertension hypertensives 


HYDROPRES can be used: 


often strikingly reduced.) 


also available: HYDROPRES Ka 0 


One tablet one or two times a day. 


If the patient is receiving ganglion blocking drugs or hydralazine, 
their dosage must be cut in half when HYDROPRES is added. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 
mQo MERCK SHARP & DOHME, pivisiON OF MERCK & CO., INC., WEST POINT, PA, 
*HYDROPRES, HYDROPRES-Ka, AND HYDRODIURIL ARE TRADEMARKS OF MERCK & CO., INC. 


uvoroDIURIL with RESERPINE 


> alone (In most patients, HYDROPRES is the only antihypertensive medication needed.) 


» as basic therapy, adding other drugs if necessary (should other antihypertensive 
agents need to be added, they can be given in much lower than usual dosage so that their side effects are 


» as replacement therapy, in patients now treated with other drugs (in patients 
treated with rauwolfia or its derivatives, HYDROPRES can produce a greater antihypertensive effect. More- 
over, HYDROPRES is less likely to cause side effects characteristic of rauwolfia, since the required dosage 
of reserpine is usually less when given in combination with HydroDIURIL than when given alone.) 


HYDROPRES- 25 HYDROPRES- 50 


25 mg. HydroDIURIL, 0.125 mg. reserpine. 50 mg. HydroDIURIL, 0.125 mg. reserpine. 
One tablet one to four times a day. One tablet one or two times a day. 


50 mg. HydroDIURIL, 0.125 mg. reserpine, 572 mg. potassium chloride. 
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INCREASED 
LIFE EXPECTANCY 
FOR 
HYPERTENSIVES 


“Life expectancy seems to be the one criterion that is most reliable and least 
questioned as a method of evaluating treatment for patients with elevated blood 
pressure."! “It is evident that effective therapy of hypertension will prolong the life 
of the patient by preventing the dreaded complications of this disease in the 

brain, the heart and the kidneys ." “ There is no doubt of the prolongation of life 

in group 3 and 4 (Keith-Wagener-Barker) by adequate antihypertensive treatment. 
Some authorities report a 50 per cent, five year survival ratio for treated patients with 
malignant hypertension as against a 1 per cent survival ratio for untreated patients.’’2 


Evaluation based on life expectancy is extremely difficult because of the peril of 
maintaining an untreated control group.! The doctor, however, can evaluate the 
symptoms related to the elevated blood pressure. ... We know that retinopathy 
may improve, the heart may be reduced in size, the electrocardiogram may 
improve and in favorable cases the blood urea nitrogen level may fall.2 These are 
reasonably objective criteria on which to base one's evaluation of treatment.! 


On the succeeding page is evidence that Unitensen included in any therapeutic 
regimen may improve the results in hypertension as measured 

by a regression of objective clinical changes in a substantial proportion 

of the patients treated. 


1. Currens, J. H.: New England J. Med. 267 :1062, 

2. Waldman, S., and Peiner, L.: Am. Pract. & Digest. Treat. 10:1139, 
3. Cohen, B. M.: paper presented at A.M.A. Convention, June, 

4. Cohen, B. M.: paper presented at Indiana Acad. G. P., March, 

5. Cohen, B. M.: Am. J. Cardiology 1:748, 

6. Kirkendall, W. J.: J. lowa M. Soc. 47:300, 

7. Cherny, W. B., ef a/.: Obst. & Gynec. 9:515, 

8. Raber, P. A.: Illinois M. J. 108:171, 

9. McCall, M. L., ef a/.: Obst. & Gynec. 6:297, 

10. Finnerty, F. A.: Am. J. Med. 17:629, 
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1959, 
1959. 
1958, 
1959, 
1958, 
1957. 
1957, 
1955. 
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1955. 


Unlike diuretics or ganglionic blocking agents, Unitensen lowers blood pressure through wide- 
spread vasorelaxation. Normal vasomotor responses are not altered, and there is no venous 
pooling with resulting postural hypotension.*5 Through alleviation of cerebral vasospasm, 
Unitensen promotes cerebral blood flow and oxygen utilization.*® Furthermore, Unitensen 
increases cardiac efficiency, improves renal function and tends to arrest the progress of 


yascular damage.3:4, 10 


Progress of Objective and Subjective Symptoms in Grades III and |1V Hypertension 
Following Treatment with Unitensen and Unitensen-R 


Observations in Patients* Treated up to 2 Years 
The Course of Subjective Symptoms 


Observations in Patients* Treated up to 3% Years 


with Hypertension” pr 


Left hand charts from Clinical Exhibit “The Ambulatory Patient 


on, San F 


ted AMA C 


dune 22-27, 1958, by B. M. Cohen, M.D. 


*All patients in this study were initially classified as Smithwick 


Grades III and IV. 
**Expressed as the number of patients exhibiting the symptom 


recorded. 


new from Neisler 
Analexin® 

a new class of drug 
for the relief of pain and muscle tension 


UNITENSEN’ 


Each tablet contains: Cryptenamine (tannates) 2.0 mg. 


UNITENSEN-PHEN 


Each tablet contains: Cryptenamine (tannates) 1.0 mg., Phenobarbital 15 mg. 


UNITENSEN-R’ 


Each tablet contains: Cryptenamine (tannates) 1.0 mg., Reserpine 0.1 mg. 


UNITENSEN AQUEOUS 


Each cc. contains: 2.0 mg. cryptenamine (acetates) in isotonic saline 
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Symptom | Number** | Improved | % Improved Number** Improved % Improved 
Headache 27 21 77.7 43 38 88.0 
Palpitation 20 13 65.0 29 19 65.5 __ 
Angina 15 9 60.0 21 16 76.0 
Dyspnea 17 8 47.0 27 14 51.0 
Objective Changes Following Treatment 

Finding |Number** | Improved | % Improved Number** Improved &% Improved 
Funduscopic 
Changes 41 24 58.5 59 38 66.0 
Enlarged 
Heart 20 13 65.0 _| 35 23 65.7 
Abnormal EGG _37 10 27.0 45 25 55.5 
Proteinuria 31 12_ 38.7 43 27 62.7 
Nitrogen 

25.2 28 10 35.7 


CLINICAL RESULTS WITH ULO 


been continuously maintained on U 
plus additional patients later added to the study. From neat _ 
Exhibit ‘The Office Diagnosis and Treatment of the Patient with 
Hypertension" presented American Academy of General Prac- 
tice, Indianapolis, March 18-19, 1959, by B. M. Cohen, M.D. 


Right hand charts include patients previously reported who had 


it, 


and U 


IRWIN, NEISLER & CO. 
Decatur, Illinois 
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SYRUP 


THE ADVANTAGES OF ULO 


cough 
suppressant narcotics 
action 


duration greater 


of action “than narcotics 


side ‘less 
actions 


>. 


a new antitussive molecule 


alpha-(2-dimethylaminoethy!l)-o-chlorobenzhydrol hydrochloride, generically termed “chlophedianol hydrochloride” 


NON-NARCOTIC 


After reaching peak action, ULO 
maintains its maximal cough- 
suppressant effect undiminished 
for 4 to 8 hours. 


narcotics | 


Though it reaches peak action 
somewhat more slowly, the cough- 
suppressant power of ULO is fully 
as great as that of narcotics. _ 


3 
i 


ULO is free from the limitations 
and undesirable side effects of 
narcotics...no constipation...no 
nausea...no gastric irritation... 
no appetite suppression...no tol- 
erance development. ..no respira- 
tory depression,..no drowsiness. 
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Percent Inhibition of Cough 


CLINICAL RESULTS WITH ULO 


in 1078 patients observed by 50 U.S. investi- 
- gators, 46 of whom were chest physicians. 


Indications 
Upper Respiratory Common cold 
Infection 521 19 influenza 
Bronchitis 398 9 Pneumonia 
Pneumonia 53 44 
Postnasal Drip 48 32 4 
Tracheobronchitis 32 23 2 
Croup 14 10 2 2 0 
Pleurisy 12 11 0 1 0 
Total Patients 1078 786 149 109 34 
Total Patients Benefited 86.2% 


Comparison of therapeutically equivalent 
doses of ULO and other antitussive agents 


4 to 8 hour sustained cough suppression 


Mean per cent inhibition of cough 


in dogs following oral administra- 
tion of therapeutically equivalent 
doses of ULO (SL-501) and other 
antitussive agents. The horizontal 
dotted line represents threshold 


@-@ si-01: mg/KG. 
copeine: 05 
0.2 
DIMETHOXANATE: 0.8 
BENZONATATE: Ls 


i iL 


of maximum effectiveness, arbi- 
trarily taken at 75 per cent sup- 
pression of counted coughs. Note 
that the duration of maximum 
effectiveness of a single dose of 
ULO is 6 hours, 24 times as long 
as that of codeine. Peak effective- 
ness of ULO is not reached until 2 
or 3 hours after administration, 
but the maximum antitussive 
action lasts at least 6 hours. 
Chen, J. Y.; Biller, H. F., and Mont- 


E, G., dr.: J. Pharmacol. 
Exper. Therap. 128:384, 1960. 


72 1 2 3 4 5 7 10 
Hours After Oral Administration 

Safety Dosage: 
There are no known con- 
traindications. Side effects 
occur only occasionally and 
have been mild. Nausea 
and dizziness have oc- 
curred infrequently, vomit- 
ing and drowsiness rarely. 


daily as required; 


mg. (% to 1 teaspoonful) 3 or 
times daily as required; 


quired. 


Adults: 25 mg. (1 teaspoonful) 3 or 4 times 


Availability 
ULO Syrup, 25 mg. per 5 cc. (tea- 
spoonful), in bottles of 12 fluid ounces. 


Children: 6 to 12 years of age—12.5 to 25 


[eve] 
2 to 6 years of age—12.5 mg. (12 tea- g 


spoonful) 3 or 4 times daily as re- 
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Northridge, Californi 


* COMFORT 


GREATER SEcurity 


There is a Nalon Colostomy Appliance* 
to meet every need: 


Nalon Appliance with disposable plastic bags—for 
immediate post-operative use, for additional 
security in time of emergency 

Nalon Colostomy Shield Appliance—a light-weight 
compact shield for the patient with a trained 
colostomy 

Nalon Colostomy Irrigating Appliance—a complete 
irrigating kit for daily colostomy irrigation 

Also available—Special Nalon Double Stoma Co- 
lostomy Appliance and Colostomy Shield Appliance 


FLEXIBILITY 


The new line of Nalon Colostomy Appliances has 
been developed from practical experience with 
colostomy patients. They provide lighter weight, 
easier assembly and simplify irrigation and 
disposal. 

Nalon Colostomy Appliances have a flexible body 
ring that permits full body movement and com- 
plete normal physical activity. The light-weight, 
flexible ring can be cemented to the skin— 
makes possible comfortable adhesion to the 
body and provides the colostomy patient with 
greater comfort and security, particularly with 
the protective shield which may be used between 
irrigation periods. 


Available at your surgical supply dealer 


RUBBER COMPANY 
PROVIDENCE 2. R. I. 


*All Nalon Colostomy Appliances feature the patented Nalon Colostomy ring — light-weight, flexible, 
comfortable. Users report a ‘‘hardly-know-!’m-wearing it’ feeling! 
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COLDS AND SINUSITIS— 


THE RIGHT AMOUNT OF “INNER SPACE” 


RIGHT AWAY 


(HI) LABORATORIES 
New York 18, N.Y. 


‘Brand of phenylephrine hydrochloride) 
hydrochloride 


NASAL SOLUTIONS AND SPRAYS 


December 1960 


Neo-Synephrine hydrochloride relieves the boggy 
feeling of colds immediately and safely, without 
causing systemic toxicity or chemical harm to nasal 
membranes. Turbinates shrink, sinus ostia open, 
ventilation and drainage resume, and mouth-breath- 
ing is no longer necessary. 

Gentle Neo-Synephrine shrinks nasal membranes 
for from two to three hours without stinging or 
harming delicate respiratory tissues. Post-thera- 
peutic turgescence is minimal. Neo-Synephrine does 
not lose its effectiveness with repeated applications 
nor does it cause central nervous stimulation, jitters, 
insomnia or tachycardia. 


Neo-Synephrine solutions and sprays produce shrink- 
age of tissue without interfering with ciliary activity 
or the protective mucous blanket. 


For wide latitude of effective and safe treatment, 
Neo-Synephrine hydrochloride is available in nasal 
sprays for adults and children; in solutions from 
4% to 1%; and in aromatic solution and water 
soluble jelly. (819m) 
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benzthiazide 


NaClex 


A. H. Robins announces NaClex, a potent, oral, non- 
mercurial diuretic. NaClex is a new molecule, desig- 
nated benzthiazide. Its unique chemical structure 
produces a “pronounced increase in diuretic potency”’! 
over many older diuretics. NaClex also has antihy- 
pertensive properties, and it enhances the activity of 
other antihypertensive drugs. 


a new molecule 
with an 
unsurpassed 
faculty for 

salt excretion 
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diuresis 


As salt goes, so goes edema 


A fundamental principle of diuresis is that “increased 
urine volume and loss of body weight are proportional 
to and the osmotic consequences of loss of ions.’’? New 
NaClex helps reduce edema through the application 
of this basic principle. 


Apparently functioning in the proximal renal tubules, 
NaClex strictly limits the reabsorption of sodium and 
chloride ions. To maintain the essential, subtle balance 
between salt and water, the body’s homeostatic mech- 
anism reponds to this loss of ions by allowing an 
increased excretion of excessive extracellular water. 
Thus the NaClex-induced removal of salt leads 
directly to the reduction of edema. 


How potent is benzthiazide? 

Compared tablet for tablet with oral diuretics now 
available, NaClex is unsurpassed in potency. Milli- 
gram for milligram, it has achieved optimum diuresis 
in pharmacologic studies at 1/20 the dose required 
for chlorothiazide. 


What are the major diuretic indications for NaClex? 
NaClex produces diuresis, weight loss, and sympto- 
matic improvement in edema associated with condi- 
tions such as congestive heart failure, cirrhosis of the 
liver, chronic renal diseases (including nephrosis), 
premenstrual tension, toxemia of pregnancy, and 
obesity. Edema of local origin and that caused by 
steroids may also benefit. 


To what extent is NaClex useful in hypertension? 

NaClex has definite antihypertensive properties, and 
may be used alone in mild hypertension. In severer 
cases it may be used with other antihypertensive 


salt removal 
is still the 

fundamental 
objective 


drugs, potentiating them and permitting their use at 
lower dosage. In hypertension with associated water 
retention, NaClex is of twofold value. It may be 
prescribed for congestive heart failure as an ancillary 
measure to digitalis. 


Is potassium excretion a problem with NaClex? 

In short-term therapy, excessive potassium excretion 
is unlikely. In the effective dose range, potassium loss 
varies from Y% to 4% that of sodium. Naturally, the 
ratio of these ions depends on the rate at which 
excess sodium stores are depleted, and whether salt 
intake is restricted. 


Can NaClex and mercurials be given concurrently? 
Yes. When so employed, NaClex may increase the 
efficacy of mercurials. But NaClex alone is often 
effective enough to eliminate the need for parenteral 
mercurial administration. Also, NaClex may be effec- 
tive in cases when mercurials are not. 


Supply: Available in yellow, scored 50 mg. tablets. 


References: 1. Ford, R. V., Cur. Therap. Res., 2:51, 
1960. 2. Pitts, R. F., Am. J. Med., 24:745, 1958. 


For complete dosage schedules, precautions, or other informa- 
tion about new NaClex, please consult basic literature, 
package insert, or your local Robins representative, or write 
to A. H. Robins Co., Inc., Richmond, Va. 


A. H. ROBINS COMPANY, INC. 


RICHMOND 20, VIRGINIA G 
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different people... 
different needs 


A complete range of Lederle Vitamin- 
Mineral products enables you to select 
a specific formula to meet specific needs 


for example: 


GEVRAE CAPSULES 


Vitamin-Mineral Supplement Lederle 


This comprehensive formula is a favorite for patients who simply 
require a dietary supplement...assures you that the patient is ob- 
taining all vitamins and minerals necessary for everyday needs. 
Each capsule is dry-filled and “‘oil-burp-free”. One capsule daily. 
EACH CAPSULE CONTAINS: Vitamin A (Acetate) 5,000 U.S.P. Units; Vitamin D 500 
U.S.P. Units; Vitamin Biz with AUTRINIC® Intrinsic Factor Concentrate 1/15 N.F. 
Oral Unit; Thiamine Mononitrate (B:) 5 mg.; Riboflavin (Bz) 5 mg.; Niacinamide 
15 mg.; Pyridoxine HC] (Be) 0.5 mg.; Ca Pantothenate 5 mg.; Choline Bitartrate 
50 mg.; Inositol 50 mg.; Ascorbic Acid (C) 50 mg.; Vitamin E (as tocopheryl 
acetates) 10 I.U.; 1-Lysine Monohydrochloride 25 mg.; Rutin 25 mg.; Ferrous 
Fumarate (Elemental iron, 10 mg.) 30.4 mg.; Iodine (as KI) 0.1 mg.; Calcium (as 
CaHPO,) 145 mg.; Phosphorus (as CaHPO,) 110 mg.; Copper (as CuO) 1 mg.; 
Fluorine (as CaF:) 0.1 mg.; Manganese (as MnO.) 1 mg.; Magnesium (as MgO) 1 
mg.; Potassium (as K2SO,) 5 mg.; Zinc (as ZnO) 0.5 mg. 


GEVRAL T CAPSULES 


High Potency Vitamins-Minerals Lederle 


For the nutritionally sub-par patient whose requirements are es- 
pecially high...this high-potency formula is particularly recom- 
mended in severe nutritional deficiency and convalescence. Also 
dry-filled, one capsule daily. 


EACH CAPSULE CONTAINS: Vitamin A (Acetate) 25,000 U.S.P. Units; Vitamin D 
1,000 U.S.P. Units; Vitamin Biz with AUTRINIC® Intrinsic Factor Concentrate % N.F. 
Oral Unit; Thiamine Mononitrate (B:) 10 mg.; Riboflavin (Bz) 10 mg.; Pyridoxine 
HCl (Be) 2 mg.; Vitamin E (Tocopheryl acetates) 5 I.U.; Vitamin K (Menadione) 
1 mg.; Ascorbic Acid (C) 150 mg.; Calcium Pantothenate 5 mg.; Niacinamide 100 
mg.; Calcium (as CaHPO,) 107 mg.; Phosphorus (as CaHPO,) 82 mg.; Ferrous 
Fumarate (Elemental iron, 15 mg.) 45.6. mg.; Magnesium (as MgO) 6 mg.; Potassium 
(as K:SO,) 5 mg.; Iodine (as KI) 0.15 mg.; Copper (as CuO) 1 mg.; Manganese 
(as MnO.) 1 mg.; Fluorine (as CaF.) 0.1 mg.; Zinc (as ZnO) 1.5 mg.; Choline 
Bitartrate 25 mg.; Inositol 25 mg.; 1-Lysine Monohydrochloride 25 mg.; Rutin 25 mg. 


GEVRABON" 


Liquid Vitamins-Minerals Lederle 


This liquid vitamin-mineral formula has a tangy, sherry flavor. 
It can be served plain, chilled, or poured over ice {as a refreshing 
appetite stimulant). Particularly pleasing to geriatric patients and 
others who dislike swallowing capsules. Two tablespoonfuls a day. 


EACH FLUID OUNCE (30 CC.) CONTAINS: Thiamine HCl (B:) 5 mg.; Riboflavin (Bz) 
(as the phosphate) 2.5 mg.; Vitamin Biz 1 mcgm.; Niacinamide 50 mg.; Pyridoxine 
HCl (Be) 1 mg.; Pantothenic Acid (as panthenol) 10 mg.; Choline (as tricholine 
citrate) 100 mg.; Inositol 100 mg.; Calcium (as Ca glycerophosphate) 48 mg.; Phos- 
phorus (as Ca glycerophosphate) 39 mg.; Iodine (as KI) 0.1 mg.; Potassium 10 mg.; 
Magnesium (as MgCle.6H:O) 2 mg.; Zinc (as ZnCl.) 2 mg.; Manganese (as 
MnC1l:.4H20) 2 mg.; Iron (as ferrous gluconate) 20 mg.; Alcohol 18%. 


Ask your Lederle Representative for 
complete information on other Lederle vitamins. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QD 
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Bone section: erosion 
and purulent exudate 


Therapeutic 
confidence 


Panalba is effective against 
more than 30 commonly 
encountered pathogens 
including ubiquitous 
staphylococci. Right from 
the start, prescribing it gives 
you a high degree of 
assurance of obtaining the | 
desired anti-infective action 
in this as in a wide variety : 


of bacterial diseases. 


Supplied: Capsules, each 
containing Panmycin* 
Phosphate (tetracycline 
phosphate complex), 
equivalent to 250 mg. 
tetracycline hydrochloride, 
and 125 mg. Albamycin,* 
as novobiocin sodium, in 
bottles of 16 and 100. 


*Trademark, Reg. U. S. Pat. Off. 


The Upjohn Company 
Kalamazoo, Michigan 


* 


your broad-spectrum 
antibiotic of first resort 


| 
— in osteomyelitis 
— | 
— — 
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DIAPHRAGM 
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Reduces your fitting instruction time. 
. Patient ease of insertion—automatic placement. 
Develops patients’ confidence. Easy to use. 
Folds behind pubic bone with suction-like 
action, forming an effective barrier. 

Seals off cervical area. 

Locks in spermicidal lubricant—delivers 

it directly under and next to the os uteri. 

. Keeps its place—doesn’t shift. 

. Simple to remove. 

. Aesthetically acceptable. Is most comfortable. 
KORO-FLEX (contouring) Diaphragms 
may be used where ordinary coil-spring 
diaphragms are indicated and for Flat rim 
(Mensinga)-type as well. 

Recommend: KORO-FLEX Compact, the 

ONLY compact that provides the arcing dia- 

phragm (60-95 mm), jelly and Koromex cream 

(trial size). More satisfied patients result from 

trying both and then selecting the one best 

suited to physiological requirements. Elimi- 
nates guessing. Supplied in feminine clutch- 
style bag with zipper closure. 


DA 


Available in all prescription pharmacies. 
Write for descriptive literature. 
Always insist on the use of time-tested Koromex 


Jelly or Cream with diaphragm. 


HOLLAND-RANTOS CoO., INC. 
145 HUDSON STREET -: NEW YORK 13, N.Y. 


Manufacturers of Koromex Products 
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NINE REASONS WHY MORE AND MORE PHYSICIANS 
ARE USING THE CONTOURING 
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$0 VERSATILE IT CAN BE USED 


INTRAMUSCULARLY SUBCUTANEOUSLY 


for new 
flexibility 
in control 
of infections 


Offers the full 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) plus high tissue tolerance, ready 
solubility in parenteral fluids, ease of preparation, and minimal irritation at the site 
of injection. Supplied in 10-cc. Steri-Vials,° each containing the equivalent of 1 Gm. 


chloramphenicol, in packages of 1 and 10. 
CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias have been associated 
with its administration, it should not be used indiscriminately, or for minor infections. Furthermore, as with 
certain other drugs, adequate blood studies should be made when the patient requires prolonged or inter- 
mittent therapy. 

PARKE, DAVIS & COMPANY DETROIT 32, MICHIGAN 
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for your patients with 


‘low back syndrome’ and 


other musculoskeletal dzsorders 


POTENT muscle relaxation 
EFFECTIVE pain relief 
SAFE for prolonged use 
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stiffness and pain 


gr atify Inl x relief from stiffness and pain 
in 106-patient controlled study 
(as reported in J.A.M.A., April 30, 1960) 


“Particularly gratifying was the drug’s [Soma’s] 
ability to relax muscular spasm, relieve pain, and 
restore normal movement... Its prompt action, 
ability to provide objective and subjective assist- 
ance, and freedom from undesirable effects re- 
commend it for use as a muscle relaxant and anal- 
gesic drug of great benefit in the conservative 
management of the ‘low back syndrome’.” 


Kestler, O.: Conservative Management of “Low Back Syndrome”, 
].A.M.A. 172: 2039 ¢ April 30) 1960. 


FASTER IMPROVEMENT—79% complete or marked 
improvement in 7 days (Kestler). 


EASY TO USE—Usual adult dose is one 350 mg. tablet 
three times daily and at bedtime. 


SUPPLIED: 350 mg., white tablets, bottles of 50. 
For pediatric use, 250 mg., orange capsules, bottles of 50. 


Literature and samples on request. 


OMA 


(CARISOPRODOL WALLACE) 


WW) WALLACE LABORATORIES, CRANBURY, NEW JERSEY 
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physiologic 
infant skin 
conditioner 


BABY 


LOTION | 


so: Desitin Baby Lotion helps nature keep 

baby’s skin clean, supple, healthy. It cleanses gently and 

thoroughly, soothes, lubricates, combats ammonia-producing | eed 
bacteria and infection. 


Only Desitin Baby Lotion combines 
Lano-Des*, a rich liquid lanolin, hexachlorophene, vitamins 
Aand E, and special emulsifiers. Non-greasy, stainless, pleas- 
antly scented. Effective too in helping lubricate and condition which many babies 


adults’ skin. are sensitive. 


write for samples and literature 


DESITIN CHEMICAL COMPANY 
812 Branch Avenue, Providence, 4, R. I. 
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confirmed by radioisotopic measurements 
in coronary artery disease 

Peritrate produces “significant” | 
and “prolonged” increase 
in myocardial blood flow* 


EFFECTS OF PERITRATE ON 


MYOCARDIAL BLOOD FLOW IN NORMAL 
POSTCORONARY PATIENTS 


AND POSTCORONARY PATIENTS 


myocardial 
blood flow 
after 


Percent of Cardiac Outp 


1 HR. 2 HR. 3 HR. 4 HR. 5 HR. 


There is a significant reduction in Peritrate 20 mg. increases myocardial 
myocardial blood flow in patients blood flow of a coronary patient to the 
with a previous myocardial infarction. normal range and sustains it there. 


Without significant change in cardiac output, pulse rate, blood pressure... 
Peritrate provides these benefits : 

AFTER A CORONARY (with or without angina) 

Peritrate helps establish and sustain collateral circulation safely, supports natural 
healing and minimizes ensuing anginal attacks. 


*Johnson, P. C., and Sevelius, G.: 
Measurement of myocardial blood flow, J.A.M.A. 173:1231 (July 16) 1960. 


basic therapy for coronary artery disease— 
with or without angina 


Peritrate 


brand of pentaerythritol tetranitrate ae, 


MORRIS PLAING, 


mokers of TEDRAL GELUSIL PROLOID MANDELAMINE 
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In THEORY : 
PHARMACOLOGIC ANTAGONISM 
a pentta) depr and 


iN THEORY: 
PHARMACOLOGIC ANTAGONISM 
an expeeterant anda decongestant 


AND BETTER RESOLUTION OF THE COUGH PARADO? 


ae 
THERAPEUTIC REINFORCEMENT 3 
THERAPEUTIC REINFORCEMENT __ 
TIC. RCEMENT 
NEW 
5 


What is the best way to treat a severe, pro- 
tracted, or stubborn cough? 

Many physicians prescribe a central cough 
suppressant, together with an expectorant 
and a nasal decongestant. 


Prescribe pharmacologic antagonists? At 
first glance it may seem absurd to attempt 
to increase respiratory fluid and stimulate 
productive coughing, while simultaneously 
drying up secretions and depressing the 
cough reflex. A paradox? 

NEW TUSSAMINIC EXPECTORANT com- 
bines three such agents, working together 
at different levels of the respiratory tree, 
to produce a beneficial result... 


CouGH SuPPRESSANT dihydrocodeinone— 
pharmacologically more active than | 
codeine, but with less tendency to cause 
constipation, nausea, and drowsiness. In 
the dosage employed, it does not abolish 
cough reflexes, but merely raises the thresh- 
old of the medullary cough center. As a 
result, a minor irritative stimulus is unlikely 
to trigger a chain of coughing. 

EXPECTORANT glyceryl guaiacolate — ca- 
pable of increasing respiratory tract fluid 
200% , and free from the side effects of the 
iodides. It loosens and liquefies thick, irri- 
tating mucus, helping remove a major 
source of irritation to the lower bronchial 
mucosa, making the cough more productive. 


DECONGESTANT TRIAMINIC — provides 
complementary action. Postnasal drip often 
precipitates the cough. TRIAMINIC stops 
postnasal drip irritating to the sensitive 
pharyngeal and laryngeal membranes... . . 
Paradox of the antagonists 
resolvéd. 
Only NEW TUSSAMINIC EXPECTORANT 
provides this complementary and effective 
combination of dihydrocodeinone, glyceryl 
guaiacolate, and TRIAMINIC. 
(It’s colorful; it’s mint-flavored; 
your patients will like it.) 
- Each tsp.(5 ml.) of Tussaminic Expectorant provides: 


DIHYDROCODEINONE BITARTRATE . 1.67 mg. 
(Warning: May be habit forming) 


TRIAMINIC® . 25 mg. 
(pheayipropenciamine HCl . - 12.5 mg. 
pheniramine maleate . . . . 6.25 mg. 
pyrilamine maleate . . . . . 6.25 mg.) 

GLYCERYL GUAIACOLATE . . . 100mg. 

CHLOROFORM. .. . 13.5 mg. 


Dosage: (to be aduninaned every 4 hours) 
Adults — 2 tsp.; Children 6 to 12 — 1 tsp. 


AND BETTER "REDO LU Supplied: Bottles of 1 pint. 


SMITH-DORSEY « a division of The Wander Company 


Lincoln, Nebri 


When you recommend hot Oatmeal, mother will 
Oatmeal br eakfasts are remember that it is a naturally nutritious food, rich 
*a: in protein, thiamine and minerals. She knows it 
naturally nutritious— makes a breakfast the patient will enjoy. And she 
knows this is precious extra care which only mother 

help speed recovery can provide. : 
“ ” Each ounce of Quaker Oats provides 110 calories, 
after “flu 16.7% protein, 6.9% fat, 62.4% carbohydrates, and 
5 : 1.5% roughage (crude fiber).Quaker Oats with milk 
or colds contributes substantially to the dietary allowances 
recommended for thiamine, riboflavin, niacin and 
iron. Rich in phosphorus, low in sodium, Oatmeal 

has a high degree of dietary usefulness. 

For additional information write: Medical Service Dept. 


MOTHERS The Quaker Oats Company 


CHICAGO 54, ILLINOIS 


OA 


this Gift Certificate worth 
$6 toward West-Bend 9-Cup Coffee-Maker 
You pay only $5.60 GP-120 


Retail Price $11.95 Doctor 


Please send check to: 
The Quaker Oats Co., Med. Serv. 
Chicago 54, Illinois City 
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on the pathogenesis 
of pyelonephritis: 


“An inflammatory reaction here [renal papillae] 
may produce sudden rapid impairment of renal 
function. One duct of Bellini probably drains 
more than 5000 nephrons. It is easy to see why a 
small abscess or edema in this area may occlude 
a portion of the papilla or the collecting ducts 
and may produce a functional impairment far in 
excess of that encountered in much larger lesions 
in the cortex.”! 

The “exquisite sensitivity”? of the medulla to — 
infection (as compared with the cortex), high- 
lights the importance of obstruction to the 
urine flow in the pathogenesis of pyelonephritis. 
“There is good cause to support the belief that 
many, perhaps most, cases of human pyelone- 
phritis are the result of infection which reaches 
the kidney from the lower urinary tract.” 


to eradicate the pathogens no matter the pathway 


FURADANTIN 


brand of nitrofurantoin 


High urinary concentration ¢ Glomerular filtration plus tubular excretion @ Rapid antibacterial 
action @ Broad bactericidal spectrum @ Free from resistance problems @ Well tolerated—even 
after prolonged use @ No cross resistance or cross sensitization with other drugs 
Average Furadantin Adult Dosage: 100 mg. tablet q.i.d. with meals and with food or milk on retir- 
ing. Supplied: Tablets, 50 and 100 mg.; Oral Suspension, 25 mg. per 5 cc. tsp. 
References: 1. Schreiner, G. E.: A.M.A. Arch. Int. M. 102:32, 1958. 2. Freedman, L. R., and Beeson, P. B.: Yale J. Biol. & 
Med. 30:406, 1958. 3. Rocha, H., et al.: Yale J. Biol. & Med. 30:341, 1958. 

° NITROFURANS—a unique class of antimicrobials 
eo) EATON LABORATORIES, DIVISION OF THE NORWICH PHARMACAL COMPANY, NORWICH, N. Y. 
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hree major criteria for 
effective laxative have been 
established physicians 


1. freedom from griping or other irritating side effects 


2. clinically proven effectiveness 


3. predictable action 


*Results of a survey of over 1,000 physicians conducted by the Bureau of 
Research, Inc., 555 W. Jackson Blvd., Chicago 6, Illinois (April, 1960). 
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Anthraquinone derivatives from cascara and dioctyl sodium sulfosuccinate, Mead Johnson 


meets physicians criteria 
for an effective laxative 


With Peri-Colace “...side effects such as griping are reduced to a minimum.”* 


Peri-Colace, a unique combination of Peristim® and Colace® (dioctyl sodium 
sulfosuccinate) “...gave satisfactory results in 97 per cent of the cases 
[130 hospitalized patients].’” 


38 


Experience in practice has shown the unusual dependability of Peri-Colace.’“ 
It promptly, yet gently, induces bowel evacuation within 8 to 12 hours in most 
patients. 


References: (1) Broders, A. C., Jr.: Am. J. Digest. Dis. 2:483-486 (Sept.) 1957. (2) Lamphier, T. A.: 
Am. J. Proctol. 8:442-444 (Dec.) 1957. (3) Smigel, J. O.; Lowe, K. J.; Hosp, P. H., and Gibson, J. H. 
M. Times 86:1521-1526 (Dec.) 1958. (4) Turell, R.: Curr. M. Dig. 26:61-69 (Feb.) 1959. 


Mead Johnson 


Symbol of service in medicine 
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You see an improvement within a few days 
Thanks to your prompt treatment and the 
smooth action of Deprol, her depression 
is relieved and her anxiety and tension 
calmed — often in a few days. She eats 
well, sleeps well and soon returns to her 
normal activities. 
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calms anxiety! 


Smooth, balanced action lifts 


depression as it calms anxiety... 
rapidly and safely 


Balances the mood—no “seesaw” 
effect of amphetamine-barbiturates 
and energizers. While amphetamines 
and energizers may stimulate the patient 
—they often aggravate anxiety and 
tension. 


And although amphetamine-barbiturate 
combinations may counteract excessive 
stimulation—they often deepen depression. 


In contrast to such “seesaw” effects, 
Deprol’s smooth, balanced action lifts 
depression as it calms anxiety—both at the 
same time. 


Acts swiftly — the patient often feels 
better, sleeps better, within a few 
days. Unlike the delayed action of most 
other antidepressant drugs, which may 
take two to six weeks to bring results, 
Deprol relieves the patient quickly — often 
within a few days. Thus, the expense to 
the patient of long-term drug therapy can 
be avoided. 


Acts safely — no danger of liver 
damage. Deprol does not produce liver 
damage, hypotension, psychotic reactions 
or changes in sexual function—frequently 
reported with other antidepressant drugs. 


Bibliography (13 clinical studies, 858 patients): 1. Alexander, L. (35 patients): Chemotherapy 
of depression — Use of meprobamate combined with benactyzine (2-diethylaminoethyl benzilate) hydrochlo- 
ride. J.A.M.A. 166:1019, March 1, 1958. 2. Bateman, J. C. and Carlton, H. N. (50 patients): Meprobamate 
and benactyzine hydrochloride (Deprol) as adjunctive therapy for patients with advanced cancer. Antibiotic 
Med. & Clin. Therapy 6:648, Nov. 1959. 3. Beerman, H. M. (44 patients): The treatment of depression with 
meprobamate and benactyzine hydrochloride. Western Med. 1:10, March 1960. 4. Bell, J. L., Tauber, H., 
Santy, A. and Pulito, F. (77 patients): Treatment of depressive states in office practice. Dis. Nerv. System 
20:263, June 1959. 5. Breitner, C. (31 patients): On mental depressions. Dis. Nerv. System 20:142, (Section 
Two), May 1959. 6. Gordon, P. E. (50 patients): Deprol in the treatment of depression. Dis. Nerv. System 
21:215, April 1960. 7. Landman, M. E. (50 patients): Clinical trial of a new antidepressive agent. J. M. Soc. 
New Jersey. In press, 1960. 8. McClure, C. W., Papas, P. N., Speare, G. S., Palmer, E., Slattery, J. J., 
Konefal, S. H., Henken, B. S., Wood, C. A. and Ceresia, G. B. (128 patients): Treatment of depression — New 
technics and therapy. Am. Pract. & Digest Treat. 10:1525, Sept. 1959. 9. Pennington, V. M. (135 patients): 
Meprobamate-benactyzine (Deprol) in the treatment of chronic brain syndrome, schizophrenia and senility. 
J. Am. Geriatrics Soc. 7:656, Aug. 1959. 10. Rickels, K. and Ewing, J. H. (35 patients): Deprol in depressive 
conditions. Dis. Nerv. System 20:364, (Section One), Aug. 1959. 11. Ruchwarger, A. (87 patients): Use of 
Deprol (meprobamate combined with benactyzine hydrochloride) in the office treatment of depression. 
M. Ann. District of Columbia 28:438, Aug. 1959. 12. Settel, E. (52 patients): Treatment of depression in the 
elderly with a meprobamate-benactyzine hydrochloride combination. Antibiotic Med. & Clin. Therapy 7:28, 
Jan. 1960. 13. Splitter, S. R. (84 patients): Treatment of the anxious patient in general practice. J. Clin. & 
Exper. Psychopath. In press, April-June 1960. 


Dosage: Usual starting dose is 1 tablet q.id. When 
necessary, this dose may be gradually increased up to 
3 tablets q.i.d. 

Composition: 1 mg. 2-diethylaminoethyl benzilate hydro- 
chloride (benactyzine HCl) and 400 mg. meprobamate. 
Supplied: Bottles of 50 light-pink, scored tablets. Write 


® 
D é r O a for literature and samples. 
i WALLACE LABORATORIES/Cranbury, N.]. 


co-2128 


ic 
ey 
iJ 
j 
3 
‘ 
4 
7 


PLEXONA 


fACTUAL SIZE AND 


*Optimum results are 
obtained by gradually 

. increasing the dosage to 

- the maximum the patient 
can tolerate without the 
appearance of drowsiness. 
The following procedure 
for dosage adjustment has 
proven highly successful: 


Take cne tablet 2 times 
per day for 2 days. On the 
third day increase the 
daily dosage by one tablet. 
Similarly increase the 
dose every third day 
thereafter, to the point 
of drowsiness. 

For example, if one tablet 
4 times a day produces 
an obvious sleepy feeling, 
and on three the patient 
is comfortable, then the 
proper dose will be three 
tablets per day. 


Superior daytime relaxing agent 


(NOT A TRANQUILIZER) 


PLEXONAL 


Comparative clinical studies show that PLEXONAL is superior 
to meprobamate or barbiturates for daytime relaxation” 


“Plexonal was preferred (superior therapeutic effect) by 73.7 per cent 
of the patients, whereas 11.1 per cent preferred meprobamate, a ratio of 
6.6 to 1....30.5 per cent noted adverse reactions to meprobamate ~ 

as compared to 7 per cent in respect to Plexonal.... Plexonal gave better 
results than did any of the sedative or relaxing agents that have been 
available during our experience covering the previous 15 years.””* 


As a daytime relaxant, “it is well suited especially for the treatment 
of hyperexcitability and anxiety.” 


Indications: Anxiety, tension, apprehension, nervousness, irritability, 
restlessness, hyperexcitability. 


Extremely well tolerated by geriatric patients who need mild sedation, 
as well as by depressed patients. 


Dosage: One tablet 3 or 4 times a day is adequate for most patients. 
However, some require up to six tablets per day, whereas others respond 
adequately to as little as 1 tablet per day + 


Composition: Each tablet contains sodium diethylbarbiturate 45 mg., 
sodium phenylethylbarbiturate 15 mg., sodium isobutylallylbarbiturate 
25 mg., scopolamine hydrobromide 0.08 mg., dihydroergotamine meth- 
anesulfonate 0.16 mg. 


1. Scheifley, C. H.: Proc. Staff Meet. Mayo Clin. 34:408 (Aug. 19) 1959. 
2. Kadish, A. H.: Glin. Med. 2:379 (March) 1955. SANDOZ 
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CLINICAL REPORT 


SUBJECT: On a Specific Benefit of Meat 
in the Infant Diet 


"The incidence of illness, as compared 

in the groups, during the two years 

of the study was greater in the control 
group irrespective of seasons, or manner of 
analysis. With a total of 2,273 observations 
on 297 subjects, the meat-fed group had a 40% 
lower morbidity rate." 


Excerpt from "Evaluation of Meat in the Infant 
Diet," H.M. Jacobs & G. S. George, Pediatrics, 
Vol. 10, No. 4, '52. Available on request. 


Physicians in leading universities, hospitals and research organiza- Our 106th year. 


tions have carried on a series of clinical studies, feeding Swift's 
Meats for Babies to young infants. Reports of these studies have led 
to a greater appreciation of the benefits of meat in the infant diet. 
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relieve pain with precisely 
the right degree of analgesia 


control moderate to Severe Pain empirin compound and ‘Empirin’ 
Compound with Codeine Phosphate products provide pinpoint control, anywhere along the pain 
scale, for all intensities up to that which requires morphine — without narcotic excess. For effective 
analgesic, antipyretic and antitussive action, prescribe the ‘Empirin’ Compound that suits your 
purpose best. 


‘Tabloid’ ‘Tabloid’ 
‘EMPIRIN’ COMPOUND* | ‘EMPIRIN’ COMPOUND’ with 


adie | CODEINE PHOSPHATE’ 


No. 1 — Codeine Phosphate 
No. 2 — Codeine Phosphate 
No. 3 — Codeine Phosphate 
No. 4 — Codeine Phosphate 
*Subject to Federal Narcotic Regulations. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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EXPECTORANT Quickly comforts the 
meuehing patient because it is formulated to 
memeve all phases of cough due to upper 
meespiratory infections or allergies. Combining 
antihistaminic; Benadryl®— 
ie time-tested antihistaminic-antispasmodic; 
Band three well-recognized antitussive agents, 
BENYL EXPECTORANT: 

ssoothes irritation - quiets the cough reflex 
decongests nasal mucosa « facilitates expec- 
foration decreases bronchial spasm - and 
fastes good, too. 


for every phase cough... 
comprehensive relief 


EXPECTORANT 


Each fluidounce of AMBENYL EXPECTORANT © contains: 


Ambodryl® hydrochloride ............ 24 mg. 
(bromodiphenhydramine hydrochloride, Parke-Davis) 
Benadryl® hydrochloride ............. 56 mg. 
(diphenhydramine hydrochloride, Parke-Davis) 
Dihydrocodeinone bitartrate ........... Ye gr. 
Ammonium chloride ....... 8 gr. 
Potassium guaiacolsulfonate ........... 8 gr. 


Supplied: Bottles of 16 ounces and 1 gallon. 


Dosage: Every three or four hours—adults, 1 to 2 tea- 
spoonfuls; children ¥2 to 1 teaspoonful. 27160 


Exempt narcotic 


PARKE, DAVIS & COMPANY 
Detroit 32, Michigan 


PARKE -DAVIS 
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SAFE 
APPROACH 


IN THE TREATMENT OF PSORIASIS 


Clinically tested, safe and effective RIASOL 
offers maximum assurance against recur- 
rence and adverse reactions. 


RIASOL contains 0.45% Mercury chemically com- 
bined with soaps, 0.5% Phenol, and 0.75% Cresol. 
Available at pharmacies or direct in 4 and 8 fluid 
ounces. Write for professional sample and literature. 


D Saboralories 


DEPT GP-1260 


12850 MANSFIELD DETROIT 27, MICHIGAN 
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in arthritis and allied 


disorders — B utazoll din 
| Ge@icy 


nee its anti-inflammatory propertics 

ublished Report “were firet noted in Geigy laboratories 

de Us “years aga, time and experience have 

pteadily fortified the position of 

wtazolidin as a ieading nonhormona! 
ni-arthritie agent. |ndicated in both 
Afonic and acute forms of arthritis, 
iutezolidin ie noted for its striking 
Hettiveness in relieving pain, 
mobility and halting 


ic >”, brand phenylbutazone: 
-oated tablets of 100 mg. 
>° Alka: Orange and White” 
containing Butazolidin | 
ium hydroxide gel 
‘risHieate: 160 mg.; 
methylbromide 1.25 mgt 
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= more doctors are prescribing — 
= more patients are receiving the benefits of - 
= more clinical evidence exists for — 


“Chlorothiazide was given to 16 
patients for a total of 295 patient- 
treatment days.” “Chlorothiazide is 
a safe, oral diuretic with a clinical 
effect equal to or greater than a 
parenteral mercurial.” Harvey, S. D. 
and DeGraff, A. C.: N. Y. State J. 
Med., 59:1769, (May 1) 1959. 


DOSAGE: Edema—One or two 500 mg. tablets 
DIURIL once or twice a day. Hypertension— 
One 250 mg. tablet DIURIL twice a day to 
one 500 mg. tablet DIURIL three times a day. 


“... Our program has been one of 
polypharmacy in which we attempt 
to deplete body sodium with chloro- 
thiazide. This drug is continued in- 
definitely as background medication 
for all antihypertensive drugs.” 
Moyer, J. H.: Am. J. Cardiology, 
3:199, (Feb.) 1959. 


“Chlorothiazide is an excellent agent 
for relief of swelling and breast sore- 
ness associated with the premen- 
strual tension syndrome, since all 
patients [50] with these complaints 
were completely relieved.” Keyes, 
J. W. and Berlacher, F. J.: J.A.M.A., 
169:109, (Jan. 10) 1959. 


SUPPLIED: 250 mg. and 500 mg. scored tablets DIURIL 
(chlorothiazide) in bottles of 100 and 1,000. 

DIURIL is a trademark of Merck & Co., INC. 

Additional information is available to the physician on request. 
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“One hundred patients were treated with 
oral chlorothiazide.” “In the presence of 
clinically detectable edema, the agent was 
universally effective.” “Chlorothiazide is 
at present the most effective oral diuretic 
in pregnancy.” Landesman, R., Ollstein, 
R. N. and Quinton, E. J.: N. Y. State J. 
Med., 59:66, (Jan. 1) 1959. 
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(CHLOROTHIAZIDE) 


than for all other divretic-antihypertensives combined! 


“All three of the patients with Laen- 
nec’s cirrhosis, ascites and edema 
had a favorable response, with a mean 
weight loss of 8 Ibs., during the five- 
day treatment period with a slight 
decrease in edema.” Castle, C. N., 
Conrad, J. K. and Hecht, H. H.: Arch. 
Int. Med., 103:415, (March) 1959. 


“In a study of 10 patients with the 
nephrotic syndrome associated 
with various types of renal disease, 
orally administered chlorothiazide 
was a successful, and sometimes 
dramatic, diuretic agent.” Burch, 
G. E. and White, M. A., Jr.: Arch. 
Int. Med., 103:369, (March) 1959. 


MERCK SHARP & DOHME 
Division of Merck & Co., Inc., Philadelphia 1, Pa. 
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now available 


*DILAUDID 
Cough Syrup 


for coughs that must be controlled 


dependable 
convenient 
pleasant tasting 
economical 


Formula: Each 5 cc. (1 teaspoonful) contains: 


DILAUDID hydrochloride . . 1 mg. (1/64 gr.) 
Glyceryl guaiacolate ... 100 mg. (1% gr.) 
in a pleasant peach-flavored syrup 
containing 5 per cent alcohol. 


Dose: 1 teaspoonful (5 cc.) repeated in 
three to four hours. 


(for children adjust dose according to age) 


*Subject to Federal narcotic regulations. Dilaudid,® brand of dihydromorphinone, E. Bilhuber, Inc. 


KNOLL PHARMACEUTICAL COMPANY 


(formerly Bilhuber-Knoll Corp.) 
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Effective against more than 30 
of the commonly encountered 
pathogens, including staph 

and strep, Panalba KM assures 
you of prompt control in 
potentially-serious pediatric 
infections. Panalba KM makes 

a pleasant-tasting, readily 
accepted suspension. 


When sufficient water is 
added to fill the bottle to 

a total volume of 40 cc. (or 
60 cc.) and the contents 
shaken, each 5 cc. 

(one teaspoonful) contains: 


Panmycin (tetracycline) equivalent to 
tetracycline hydrochloride. ..... 125 mg. 

Albamycin (as novobiocin calcium) Py 5 mg. 

Potassium Metaphosphate ....... 100 mg. 


Supplied: In 40 cc. and 60 cc. 
bottles. 


“TRADEMARK, REG. U. S. PAT. OFF. 
THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 


in potentially- 
serious pediatric i 
infections, 
make 


PANMYCIN® PLUS ALBAMYCIN® 


your broad-spectrum 
antibiotic 
of first resort 


WITH POTASSIUM METAPHOSPHATE (KM) 


a pair of postoperative patients: 


both are free of pain—but only one is on 


DILAUDID. 


(Dihydromorphinone HC!) 


swift, sure analgesia normally unmarred by nausea and vomiting 


Before and after surgery, DILAUDID provides unexcelled analgesia. Its high thera- 
peutic ratio is commonly reflected by lack of nausea and vomiting — and marked 
freedom from other side-effects such as dizziness and somnolence. DILAUDID 
thus facilitates early ambulation and simplifies postoperative management. 


@by mouth @byneedie @by rectum 
2 mg., 3 mg., and 4 mg. 


May be habit forming—usual precautions should be observed as with other opiate analgesics. 


KNOLL PHARMACEUTICAL COMPANY »* oranée, new 
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in diabetic patients with 


peripheral vascular disease 


myo- 


Isoxsuprine hydrochloride, Mead Johnson 
-vascular relaxant 


brings blood to deep tissues— 
without affecting diabetes control”* 


e provides relief in a high percentage 


of patients with a wide variety of 
peripheral vascular disorders”* 


e effective in intermittent claudica- 


tion,** coldness and numbness of 
extremities,° trophic ulcers,’ and leg 
cramps***® associated with arterio- 
sclerosis obliterans, diabetic vascu- 
lar disease, Buerger’s disease, Ray- 
naud's disease and frostbite 


e may be used in controlled diabetics 


without effects on blood sugar levels, 
insulin or tolbutamide requirements"? 


© increases blood flow by direct action 


on the smooth muscle of the blood 
vessels” ® 


dosage: 1 or 2 tablets (10 to 20 mg.) three 
or four times daily. 

supplied: 10 mg. tablets, bottles of 100; 2 cc. 
ampuls (5 mg. /cc.) for intramuscular use, 
boxes of 6. 

references: (1) Samuels, S.S., and Shaftel, H. E.: Ef- 
fects of Isoxsuprine Hydrochloride on Blood Sugar 
Levels and on Requirement for Insulin or for Tolbuta- 
mide in Normel Subjects and in Diabetic Patients, 
to be published. (2) Samuels, S.S., and Shaftel, H.E.: 
J.A.M.A. 177:142-144 (Sept. 12) 1959. (3) Kaindl, F., ef a/.: 
Angiology 70:185-192 (August) 1959. (4) Kraucher, G.: 
Prakt. Arzt 77:325-329 (May) 1957.(5) Birkmayer, W., and 
Mentasti, M.: Wien. med. Wcechnschr. 708:395-396 
(May 8) 1958. (6) Clarkson, I.,and LePere, D.: Angiology 
77:190-192 (June) 1960. (7) Billiottet, J., and Ferrand, 
J.: Sem. méd. 34:635-637 (May) 1958. (8) Singer, R.: 
Wien. med. Wchnschr. 707:734-736 (Sept.) 1957. 


Mead Johnson 


Symbol of service in medicine 
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Old Diathermies 


Never Die... 


but they do “fade” with age! If your 
present diathermy is nearing its 10th 
anniversary, it may not be worthwhile 
incurring substantial service charges on 
it. When that time comes, let your 
Burdick dealer quote you a trade-in al- 
lowance on a new, up-to-date Burdick 
MW-1 Microwave Diathermy unit. 


THE BURDICK CORPORATION 


MILTON, WISCONSIN 


Branch Offices: New York * Chicago * Atlanta * Los Angeles 
Dealers in all principal cities 


For the 
Modern Practice 


oT EELINE 
| Meets Every Need 


Designed With Warmth and 
Color That Patients Remember 
and Appreciate. 


Steeline — designed and 
manufactured by Aloe — is serving 
thousands of physicians in every 
type of practice. Designed for 
modern functional convenience, 
fabricated in steel, and finished in 
beautiful, decorator-approved colors, 
Steeline makes the day’s work less 
tiring, and lends a pleasing note of 
warmth to the entire office. Select 
from a variety of functional, 
versatile models to meet your own 
requirements. 


See Steeline in full color, with 
complete specifications, in your 
804-page Aloe General Catalog. If 
you do not have this world’s most 
complete catalog, your Aloe 
Representative will be happy to 
supply you with one. 


DIVISION OF BRUNSWICK CORPORATION 
The World's Largest Supplier of Physicians’ Equipment 
St. Louis 3, Mo. 


FULLY STOCKED DIVISIONS COAST-TO-COAST 
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contain 
the 
bacteria-prone 
cold 


(Triacetyloleandomycin, Triaminic® and Calurin®) 


safe antibiosis 


Triacetyloleandomycin, equivalent to oleandomycin 125 mg. 
This is the URI antibiotic, clinically effective against certain 
antibiotic-resistant organisms. 


inner fast decongestion 
prot e ction Triaminic®, 25 mg., three active components stop running noses, 


Relief starts in minutes, lasts for hours. 


with... 
well-tolerated analgesia 


Calurin®, calcium acetylsalicylate carbamide equivalent to 
aspirin 300 mg. This is the freely-soluble calcium aspirin that 
minimizes local irritation, chemical erosion, gastric damage. 
High, fast blood levels. 


TAIN brings quick, symptomatic relief of the common cold 
(malaise, headache, muscular cramps, aches and pains) espe- 
cially when susceptible organisms are likely to cause secondary 
infection. Usual adult dose is 2 Inlay-Tabs, q.i.d. In bottles of 50. 
B only. Remember, to contain the bacteria-prone cold...TAIN. 


SMITH-DORSEY : Lincoln, Nebraska 
a division of The Wander Company 
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Fostex 


treats their 
acne 


degreases 
the skin 

_ completely 
emulsifies and 
washes off 
excess oil 
from the skin. 


helps remove 
blackheads 
penetrates 
and softens 
 comedones, 
unblocks pores 
and facilitates 
removal of sebum 
plugs. 


dries and peels 
the skin 
removes papule 
coverings and 
permits drainage 
of sebaceous 
glands. . 


Patients like Fostex because it is so easy to use. 


They simply wash acne skin 2 to 4 times a day 
with Fostex Cream or Fostex Cake, instead of 
using soap. 


Fostex contains Sebulytic®,* a combination of 
surface-active wetting agents with remarkable 
antiseborrheic, keratolytic and antibacterial ac- 
tions ... enhanced by sulfur 2%, salicylic acid 
2%, and hexachlorophene 1%. 


*sodium lauryl sulfoacetate, sodium alkyl ary! polyether sul- 
fonate and sodium dioctyl sulfosuccinate, 


Fostex is available in two forms 


Fostex Cream and Fostex Cake 
are interchangeable for thera- 
in 4.5 oz. jars peutic washing of the skin. 

Fostex Cream is approximately 

twice as drying as Fostex Cake. 

= Fostex Cream is also used as a 
in bar form: 


Write for samples - 
WESTWOOD PHARMACEUTICALS 
Buffalo 13, New York 


WHEN YOU CHANGE your address, be sure to notify GP 
Circulation, preferably one month in advance. That way, 
you'll get every issue on time. Simply fill in the form be- 


low, clip, and mail in envelope to GP Circulation. 


CHANGE OF ADDRESS FORM 


GP Circulation 
AMERICAN ACADEMY OF GENERAL PRACTICE 
Velker Boulevard at Brookside, Kansas City 12, Missouri 


AAGP Member Nen-Member 
(Be sure to check proper classification above, for prompter 
locetion of your old addressograph plate.) 


MY NAME: 


M.D. 
Please print plainly) 
MY OLD ADDRESS: 


Street 
City, 


MY NEW ADDRESS: 
Street 
City. 


Volume XXII, Number 6 


= 
— 
292 es Gr 


Why shouldn’t he be a| gan | 


He’s a medical student — 
a good one. He’ll make a doctor you'd be 
proud to associate with. 


HE HOLDs his own and then some against tough 
competition in a big class. He may be your 
own son, or the son of a friend, or a member 
of your old fraternity. 

But unless something’s done, chances are 
he’ll never be a family doctor. Instead, he’ll 
choose a publicized, glamorized specialty. 
Why? Largely because he simply isn’t aware 
of the challenge and drama and satisfactions 
of modern general practice. 


What can be done? 


You can help him see general medicine 
in its true light through the pages of GP—the 
family doctor’s own magazine. Because of the 
importance of reaching young 


The American Academy 

of General Practice 

Volker Boulevard at Brookside 
Kansas City 12, Missouri 


DONOR'S NAME 


Address 


City, zone, state 

CHECK: 

Payment enclosed. Bill me. 
(MAKE CHECK PAYABLE TO GP.) 


GP December 1960 


men like him, GP offers a reduced subscrip- 
tion rate of five dollars a year for students, 
interns, residents, fraternities and libraries. 

Through authoritative, down-to-earth 
articles, GP brings home to him the broad 
basic influence that can be ale as a general 
practitioner. 


Folder announces gift. 

If you know him, or a boy like him, why 
not see to it that he learns more about gen- 
eral practice? Give him a year’s subscription 
to GP. Upon receipt of your instructions, a 
folder goes out announcing your gift. You 
need send no money, but mark and mail the 
order form today. 


Please send a gift subscription (at five dollars a year) 
and personalized announcement folder to: 


(PLEASE PRINT OR TYPE:) 
Name 


Address 


City, zone, state 


CHECK ONE: 
student intern resident library (fraternity 


Name 
Address 


City, zone, state 


CHECK ONE: 
student intern resident library fraternity 
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Now...the unique 
benefits of DECLOMYCIN® 
with Nystatin ere 


ECLOSTATIN 


Demethylchlortetracycline and Nystatin LEDERLE 


CAPSULES, 150 mg. DECLOMYCIN Demethylchlortetracycline HCl and 250,000 units Nystatin. 
DOSAGE: average adult, 1 capsule four times daily. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, 
Pearl River, New York 


TRI-AZO-MUL 


Supplied in pint bottles 
Each 100 cc. contains: 
SULFADIAZINE (microcrystalline) 3.381 Gm. 
SULFAMERAZINE (microcrystalline) 3.381 Gm. 
SULFAMETHAZINE (microcrystalline) 3.381 Gm. 
In a palatable, stable emulsion ey flavored 
with True Raspberry Flavor. 
Each average teaspoonful (80 min.) represents .5 Gm. 
(7.7 grs.) of these 3 combined sulfa drugs 
in suspension. 


TRI-AZO- 


Tablets in bottles 

of 100, 500, 1000. 
Each tablet contains 
.-5 Gm. (7.7 grs.) of the 
above three combined 


sulfa drugs. 

Triple Sulfas (Meth-Dia- 
Mer) Sulfonamides re- 
main unsurpassed among F 
sulfa drugs for Highest 
potency - Wide Spectrum 
- Highest blood levels - 
Safety - Minimal side 
effects. 


FIRST TEXAS Pharmaceuticals, Inc. 


DALLAS Since 1901 ATLANTA 


You can obtain a supply of the con- 
sultation forms at cost—$1 per pad 
of 100 forms—from the headquarters 
office: American Academy of Gen- 
eral Practice, Volker Boulevard at 
Brookside, Kansas City 12, Missouri. 
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ie. dorse the consultation form designed by members 
"ee of the San Diego, California Chapter of the —____ 
‘AAGP. The form, printed on 8'2" by 11” sheets, | 

time patie t is initially referre 

of the chart provides your consultant with a 

concise record of the case. The rest gives you a or. 
= "space to suggest disposition of the case and to Pe om 


@ THE PATIENT SELECT ws 


A patient-selected laxative may well complicate the physician's treatment 
or management of other conditions. 


Prulet is a reflex acting laxative that is not absorbed from the digestive 
tract and is completely recoverable from the feces. 


Prulet Tablets are non-irritating. 


Prulet Tablets are small, odorless, and tasteless. 


Samples upon Request 


: Each tablet contoins 5 mgs. Bis 
(acetoxypheny!) oxindole. Dose 
“ss ion Adults: One tablet adjusted to 
individual patient response. 
PHARMACAL CO. 
San Antonio 6, Texas Quality through Control 


. 
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PAIN AND COUGH 


New Comprehensive Supplement to ‘Codeine 
Today’ Highlights Newest Data on One of Med- 
icine’s Most Useful but Underestimated Drugs 


Just 20 minutes reading will review iterates 


for you essential clinical findings 
on the use of Codeine. New supple- 
ment presents concise quotes by 
today’s authorities on the use of 
codeine in conditions from the com- 
mon cold to sickle cell disease. Tells 
when to use, how to use and where 
to use this versatile drug. Supple- 
ment is attached to ‘Codeine To- 
day’ which reviews 1957-1958 data. 
This information is of in- 

terest to practically every 4 
practitioner. Bibliography MERCK 

c 
now totals more than 80 GD, 


references. 


SEND 
FOR YOUR 
FREE COPY 
TODAY 


MERCK & CO., INC., Medicinal Products Department 
Rahway, New Jersey 


Please send me___—copies of Codeine Today with new 7-page 
supplement. 
PHYSICIAN'S NAME AND ADDRESS 
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Reticulose Symposium 
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Baby Meats (Swift)... .278 
Evaporated Milk (Pet). 


Instant Milk 
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Modified Milk (Baker) . .224 
Modilac (Gerber)...... 244 
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Similac (Ross)......... 12 
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(General Electric)... .220 


Sonicator (Mettler)..... 153 


Steeline (Aloe)......... 290 
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Dilaudid (Knoll). ..286, 288 
Diuril (Merck Sharp & 


284 
Eldec (Parke, Davis). ..154 
Empirin (Burroughs 

Wellcome).......... 279 
Emprazil (Burroughs 

Wellcome).......... 26 


Enduron (Abbott)...... 231 
Fostex (Westwood)..... 292 
Furacin (Eaton)....... 65 
Furadantin (Eaton)... .271 
Gerilets (Abbott). ..opp. 41 
Gevral (Lederle)....... 258 


Hydropres (Merck 
Sharp & Dohme)..... 248 


Tlosone (Lilly)......... 78 
Kanulase (Smith- 
64 


PHARMACEUTICALS Cont. 
Koroflex (Holland- 

Lomotil (Searle)....... 1 
Medaprin (Upjohn).... 22 
Mellaril (Sandoz)...... 46 
Meprospan (Wallace). ..188 
Mercuhydrin 

(Lakeside). .... 8rd cover 
Mer/29 (Merrell). ..... 52 


Metamine (Leeming). . .192 
Midicel (Parke, Davis) . 30 
Milpath (Wallace). .... 63 
Milprem (Wallace)... .. 179 
Miltown (Wallace)..... 158 
Miluretic (Wallace).... 6 
Modane (Warren-Teed). 11 
Myadec (Parke, Davis) .165 
NaClex (Robins)... .... 256 
Natabec (Parke, Davis). 74 


Natalins (Mead 


Neo-Decadron (Merck 
Sharp & Dohme)..... 41 


Neo-Synephrine 
(Winthrop).......... 255 
Norflex (Riker)........ 202 
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bibliographies 
For your convenience 
in requesting bibliographies 
of scientific articles 
appearing in 
GP 


USE THIS COUPON 


GP 

Production Department 

The American Academy of General Practice 
Volker Boulevard at Brookside 

Kansas City 12, Missouri 


Please send me the bibliographies of the scientific 
articles listed below: 


Title. 

Issue. 
Title. 

Issue. 
Title, 
Author. Issue 
Title, 
Author. Issue 
Title, 
Author. Issue 


PLEASE PRINT CLEARLY: 


City & State. 
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Now...the only Nystatin 
combination with extra-active 
DECLOMYCIN*® 


Demethyichlortetracycline 


ECLOSTATIN 


Demethylchlortetracycline and Nystatin LEDERLE 
CAPSULES, 150 mg. DECLOMYCIN Demethylchlortetracycline HCl and 250,000 units Nystatin. 
DOSAGE: average adult, 1 capsule four times daily. 
LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QHD 


Flucridated Water May Be Unavailable... 
But Not The Benefits of Fluoride! 


@ 


FOR THE INDIVIDUAL, SYSTEMIC CONTROL 
OF DENTAL CARIES IN CHILDREN. 


Many physicians and dentists are using KARIDIUM. KARI- 
DIUM is available for use in rural areas or for temporary use 
in cities where a community fluoridation program has not yet 
been stavied. 

For HOME FLUORIDATION, one tablet in a quart of water 
provides the recommended Fluoride Concentration: ... one part 
tablets may be dissolved in water 
or fruit juices or taken as an aspirin. Administered to children ALSO AVAILABLE 
and infants in the proper doses, KARIDIUM permits a systemic NOW— 
source of fluoride for the prevention of dental caries. IN LI Q UID 3 


ure > 2-oz. PLASTIC BOTTLES WITH DROPPER 
redient in a grain t e ac ablet yields 

mg. available fluoride ion. A high degree of cooperation by TOP. YIELDS 118 mgs. FLUORIDE ION. 
the parent in the home is essential to the attainment of R ONLY. For samples, literature and 
maximum reduction in dental caries. The parent should be schedules, write: 

scientiously throughout the period of tooth formation. This 

holds true for all individually administered dietary supple- The LORVIC Corpora on 
ments of fluoride. ST. LOUIS 12, MISSOURI, U.S.A. 
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JULY, 1960 THROUGH DECEMBER, 1960 


Key to Index Abbreviations 


ed Editorial 
info pl Information Please 
tip Tips from Other Journals 
° Scientific Article 


Subject Index 


A 


ABDOMEN 
angina of, diagnosis (Berczeller), October, p. 
114 
panniculus adiposus abdominis, surgical treat- 
ment (Baron), *October, p. 130 
tenderness of, in aged (info pl), December, p. 
126 
ABORTION 
habitual or threatened, treatment by proges- 
terone (tip), July, p. 121 
ACETYLSALICYLIC ACID (aspirin) 
flavored for children (info pl), August, p. 125 
ACCIDENTS 
slight decline in automobile, in 1959 (tip), 
July, p. 124 
ADENOSINE TRIPHOSPHATE 
in arrest of experimental atrial and ventricular 
fibrillation (tip), August, p. 126 
ADRENALS 
blood flow of, in hemorrhage (tip), December, 
p. 136 
procedures to test function of (tip), September, 
p. 140 
AGED: See OLD AGE 
AIR CONDITIONERS 
as vector in avian mite dermatitis (Genest), 
*August, p. 94 
ALCOHOL 
relationship of, to road hazards (tip), October, 
p. 162 
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ALLERGY 
erythema multiforme due to sulfamethoxy- 
pyridazine, November, p. 120 
mercury sensitivity from tattoos (tip), Novem- 
ber, p. 130 
photosensitivity due to chlorothiazide and hy- 
drochlorothiazide (tip), November, p. 137 
AMEBIASIS 
Moan test use in (info pl), July, p. 129 
AMERICAN ACADEMY OF GENERAL PRACTICE 
Annual Report of the Chairman of the Board 
of Directors, July, p. 131 
Annual Report of the Executive Director, 
August, p. 141 
assembly profile, December, p. 139 
retirement plan of, September, p. 153 
AMERICAN MEDICAL ASSOCIATION 
program study of infant death and disease 
(Fullerton), July, p. 142 
AMPHETAMINE 
Food and Drug Administration fights boot- 
legging of (tip), October, p. 154 
ANEMIA 
hemolytic, steroids to be used only after ex- 
haustive study of disease process (info pl), 
September, p. 149 
origin of word, December, p. 147 
sickle cell, angioid streaks in (tip), July, p. 117 
simulation of advanced heart disease with 
symptoms of severe (Zackson), *August, p. 
109 
ANEURYSM 
ventricular, resection of (tip), Dec., p. 138 
ANGINA PECTORIS 
cavodil in treatment of (tip), October, p. 154 
iproniazid in, of little value (tip), September, 
p. 148 
origin of word, November, p. 155 
ANTIBIOTICS 
esophageal moniliasis as complication of (tip), 
October, p. 151 
new systemic chemotherapy of bacterial der- 
matoses (Weiner), *November, p. 93 
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pruritus ani as complication of (tip), October, 
p. 162 
ANTICOAGULANTS 
therapy of, present status (Seaman), *October, 
p. 134 
ANXIETY 
symptomatic drugs, rationale for use of (Hoff- 
man, Steiger), *October, p. 116 
AORTIC ARCH 
coarctation, atypical, case (tip), October, p. 
150 
congenital absence of (tip), August, p. 183 
APPENDICITIS 
acute, in children, diagnosis and treatment 
(tip), July, p. 118 
ARTERIES 
peripheral, disease of, surgical treatment 
(Dale), *September, p. 99 
peripheral, dissecting aneurysms (tip), August, 
p. 133 
ARTERIOSCLEROSIS 
hypertension accelerates, drug therapy neces- 
sary to control (tip), December, p. 135 
serum lipids and fat intake (tip), October, p. 
161 
ARTHRITIS 
rheumatoid, fighting the quacks and pro- 
moters (Lamme), November, p. 149 
rheumatoid, prednisolone versus aspirin in, 
October, p. 133 
rheumatoid, steroid, arthropathy in (tip), De- 
cember, p. 137 
ASCITES 
resistant, and cirrhosis, treatment (tip), Oc- 
tober, p. 153 
ASPIRIN: See ACETYLSALICYLIC ACID 
ASTHMA 
and emphysema, clinical management (tip), 
August, p. 132 
ATHEROSCLEROSIS: See ARTERIOSCLEROSIS 


BILIRUBIN 
metabolism (tip), September, p. 145 
BLoopD 
chemistries, necessity for delayed breakfasts 
(info pl), October, p. 166 
hypofibrinogenemia suspect in obstetric hem- 
orrhage (tip), August, p. 128 
platelets, thrombocytopenia, ristocetin-induced 
(tip), November, p. 138 
sedimentation rates of (info pl), July, p. 129 


BLOOD TRANSFUSION 
plasma antigens in otherwise compatible (tip), 
October, p. 155 
sickle cell trait blood no problem in (tip), Oc- 
tober, p. 161 
use and abuse of, and derivatives of (Pirofsky), 
*September, p. 126 
BRAIN 
edema, control of (info pl), September, p. 150 
electroencephalography in murderers (tip), 
November, p. 136 
BRONCHIECTASIS 
chronic, no deficiency of gamma-globulin in 
(tip), September, p. 142 
BRONCHUS 
cancer of, surgery in, case reports (tip), Sep- 
tember, p. 142 
cancer of, unsuspected, a diagnostic problem 
(tip), December, p. 134 
BURSITIS 
treated by x-ray therapy (info pl), July, p. 130 


C 


CALOMEL 
origin of word, November, p. 155 
CANCER 
and common sense (ed), August, p. 83 
education of public has little effect (tip), 
August, p. 128 
CANDIDA 
monilial granuloma (tip), November, p. 129 
CARDIAC ARREST: See HEART, failure 
CARDIOSPASM 
surgical treatment (info pl), October, p. 166 
CARDIOVASCULAR DISEASE 
influence of climate on patients with (Kapp, 
McGuire), *December, p. 88 
CAVODIL 
in treatment of angina pectoris (tip), October, 
p. 154 
CHILDREN 
acute appendicitis in, diagnosis and treatment 
(tip), July, p. 118 
aspirin, flavored for (info pl), August, p. 125 
association between stored fat, size, maturity 
in growing (tip), July, p. 126 
attempted suicides, incidence, reasons, therapy 
(tip), November, p. 133 
digitalis in (tip), August, p. 127 
disciplining (Chapman) *November, p. 82 
hypnosis in juvenile delinquency (Mellor), 
*December, p. 83 
innocent murmurs in (tip), December, p. 129 
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retarded, interpreting children’s basic limita- 
tions (Robinson), *August, p. 97 
CHLOROTHIAZIDE 
and hydrochlorothiazide, photosensitivity due 
to (tip), November, p. 137 
uric acid retention caused by, treatment (tip), 
September, p. 145 
CHLORPROMAZINE 
therapy in tetanus (tip), November, p. 136 
CHOLESTEROL 
avocados depress level of (ed), October, p. 79 
hypercholesterolemia and dietary vegetable 
oils (Evans et al), *August, p. 84 
hypercholesterolemia, treatment of (tip), Sep- 
tember, p. 147 
metabolism disorder may reveal diabetes (tip), 
October, p. 152 
CHORIOCARCINOMA 
immediate treatment necessary (tip), Novem- 
ber, p. 132 
CIRCULATION 
shunts, use of Krypton® in detection of (tip), 
July, p. 122 
CIvIL DEFENSE 
Boy Scouts’ model shelter (ed), July, p. 79 
CoLiTis, ULCERATIVE 
cancer of large intestine greater in those with 
(info pl), August, p. 126 
enema, local therapy for (tip), November, p. 
134 
segmental, surgical treatment (Stahlgren, 
Ferguson), *August, p. 104 
Common Duct 
indications for exploration of (tip), December, 
p. 135 
CORONARY VESSELS 
disease, factors associated with, study, (tip), 
October, p. 157 
disease, serum lipid concentration and (tip), 
December, p. 130 
CORTISONE 
peptic ulcer caused by (tip), July, p. 118 


D 


DeGraff, A. C. 
GP medical editor, July, p. 5 
DETERGENTS 
in ground water (tip), August, p. 132 
DIABETES MELLITUS 
cholesterol metabolism disorder may reveal 
(tip), October, p. 152 
retinopathy and pituitary relationship (tip), 
August, p. 130 
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therapy of tolbutamide in (tip), November, p. 
135 
DIGITALIS 
in children, review (tip), August, p. 127 
intoxication, review (tip), December, p. 138 
use and abuse of (Pastor), *October, p. 85 
DIHYDROXYACETONE 
as skin coloring agent (Goldman et al), *Sep- 
tember, p. 96 
Docs 
normalcy standards of, compared with human 
volunteers in experiments (tip), October, p. 
153 
DruGs 
double talk in testing of, October, p. 171 
symptomatic, rationale for use of (Hoffman, 
Steiger), *October, p. 116 
DUMPING SYNDROME 
increased blood glucose level cause rather than 
effect of (tip), August, p. 136 


EcHO VIRUSES 
type 11 and aseptic meningitis (tip), October, 
p. 162 
EDEMA 
cardiac, peritoneal dialysis for (info pl), No- 
vember, p. 141 
EHLERS-DANLOS SYNDROME 
case study, early diagnosis of (tip), August, p. 
127 
ELECTROCARDIOGRAPHY: See HEART 
ELECTROENCEPHALOGRAPHY: See BRAIN 
EMPHYSEMA 
and asthma, clinical management (tip), Au- 
gust, p. 132 
erythromycin in treatment of (tip), October, p. 
160 
ENDAMOEBA COLI 
pathogenicity of (info pl), October, p. 165 
ENDOCARDITIS 
bacterial, and age (tip), August, p. 137 
bacterial, subacute, during pregnancy, treat- 
ment (Bryant, Rogers), *September, p. 118 
staphylococcic, case reports, analysis (tip), 
September, p. 139 
ENDOCRINE GLANDS 
interrelationships between pituitary and end 
organ hormones (Kupperman), *November, 
p. 102 
ENDOSCOPY 
peroral, anesthesia and premedication (tip), 
October, p. 150 
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EPIDIDYMITIS 
prostatitis in, and torsion of testicle (tip), De- 
cember, p. 132 
EPILEPSY 
tranquilizers and anticonvulsant drugs in 
(Rosen, Forster), *November, p. 89 
origin of word, December, p. 147 
ERYTHEMA INFECTIOSUM, possible etiologic agent, 
treatment (info pl), December, p. 126 
ERYTHROMYCIN 
in treatment of emphysema (tip), October, p. 
160 
ESOPHAGUS 
diverticula of, epiphrenic (Katz), *August, p. 
103 
moniliasis of, as complication of antibiotic and 
steroid therapy (tip), October, p. 151 
varices of, bleeding, treatment (tip), Novem- 
ber, p. 130 
EXTREMITIES 
lower, recurrent lymphangitis of (tip), August, 
p. 138 
EYEs 
glass in, when to be removed (tip), August, p. 
130 


F 


emulsion, hematologic changes in patients 
after intravenous infusions (tip), July, p. 122 
FEMUR 
fractured, phenindione to prevent thrombosis 
and embolism in elderly (tip), December, p. 
133 
FLUOROSCOPY 
survey on radiation scatter from (tip), Oc- 
tober, p. 156 
FORAND BILL: See PUBLIC HEALTH 
FuNGI: See Mycosis 


G 


GASTRIC ULCER: See PEPTIC ULCER 
GASTROINTESTINAL TRACT 
bleeding of, complication of vasoconstrictive 
drugs (tip), October, p. 157 
intussusception of gastrojejunal stoma (tip), 
September, p. 146 
upper, bleeding of, differential diagnosis, Sep- 
tember, p. 137 
GLUTAMIC OXALACTIC TRANSAMINASE: See 
TRANSAMINASE 


GP 
quiz, July, p. 101 
staff (DeGraff), October, p. 81 
GRISEOFULVIN 
and fungal infections (tip), October, p. 160 
GROWTH 
association between stored fat, size, maturity 
in growing children (tip), July, p. 126 


H 


HEAT 
illness, pathophysiology and treatment 
(O’Brien, Ferguson), *July, p. 82 
HEART 
abnormal electrocardiographic patterns insuf- 
ficient evidence in heart disease (tip), No- 
vember, p. 130 
adenosine triphosphate in arrest of experi- 
mental atrial and ventricular fibrillation 
(tip), August, p. 126 
auscultation of, in diagnosis (ed), August, p. 82 
auscultation of, mephentermine as diagnostic 
aid in (tip), October, p. 150 
catheterization of left, electrocardiographic 
findings (tip), December, p. 136 
coronary atherosclerosis and thrombosis, little 
relationship with job (tip), August, p. 137 
disease patterns in Uganda differ from those 
of Western civilization (ed), November, p. 80 
disease, severe anemia simulating advanced 
(Zackson), *August, p. 109 
failure, emphysematous, clinical picture (tip), 
September, p. 141 
normal systolic murmurs of (tip), August, p. 
136 
HEMOPTYSIS 
primary cause unknown, other causes (tip), 
October, p. 151 
HEMORRHOIDS 
therapeutic response of, to surgery (tip), Oc- 
tober, p. 160 
HEPATITIS 
infectious, gamma-globulin in (info pl), Au- 
gust, p. 125 
HERPES 
zoster, postherpetic pain (tip), December, p. 
134 


HISTOPLASMOSIS 
systemic and pulmonary, diagnosis and treat- 
ment (info pl), August, p. 124 
HODGKIN’s DISEASE 
familial, environmental factors perhaps greater 
than heredity (tip), July, p. 126 
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intelligence level higher in those with (tip), 
October, p. 153 
HOSPITALS 
analysis of bed capacity (tip), August, p. 127 
guiding principles for physician-hospital rela- 
tionship (ed), December, p. 79 
Joint Commission on Accreditation of Hos- 
pitals, statement on staff of, Dec., p. 148 
Joint Commission’s “Standards for Hospital 
Accreditation,”’ and governing boards (ed), 
August, p. 81 
mental, use for postgraduate education (Shee- 
ley), October, p. 167 
HYPERTENSION 
in later life, test to evaluate transient hyper- 
tension (info pl), November, p. 142 
renal artery, diagnosis and treatment (Ber- 
man), *November, p. 121 
HYPNOSIS 
in juvenile delinquency (Mellor), *Dec., p. 83 
HYPOTHYROIDISM 
treatment of (Greer), *November, p. 122 


I 


INFANTS 
birth weight, of toxemic and nontoxemic 
mothers same (tip), September, p. 139 
infantile autism, recognition and treatment 
(tip), September, p. 144 
influenza during pregnancy increases congenital 
abnormalities in (tip), August, p. 129 
mortality, statistics (tip), December, p. 137 
newborn, hypoglycemia in, born to mothers 
with toxemia, October, p. 121 
newborn, prevention of staphylococcal sepsis 
(tip), December, p. 130 
newborn, respiratory distress of (Nolan), *De- 
cember, p. 103 
newborn, volume of blood in (tip), November, 
p. 137 
premature, blindness and oxygen therapy (ed), 
November, p. 79 
premature, hyaline membrane disease in (tip), 
September, p. 141 
premature, position of (info pl), Oct., p. 165 
premature, pyloric stenosis in, diagnosis and 
treatment (tip), September, p. 138 
INSECTS 
stings, allergic reactions, treatment (Frazier), 
*July, p. 96 
INSULIN 
hyperinsulinism, 75 per cent due to pancreatic 
islet cell adenoma (Smith), Dec., p. 102 
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INTESTINES 
flora of, inhibition of, with neomycin and baci- 
tracin (tip), October, p. 159 
IPRONIAZID 
in angina pectoris of little value (tip), Septem- 
ber, p. 148 
IRON 
-dextran, carcinogenic action of (tip), July, p. 
117 
ISCHEMIA 
cerebral, surgical treatment (tip), November, 
p. 131 
ISONIAZID 
versus isoniazid-PAS in tuberculosis (tip), 
October, p. 156 


J 


JOINT COMMISSION ON ACCREDITATION OF Hos- 
PITALS 
“Standards for Hospital Accreditation’ and 
governing boards (ed), August, p. 81 
statement on hospital staff, December, p. 148 
JOURNALS 
and their names (ed), August, p. 83 
“Clinical Pharmacology and Therapeutics” 
new journal (ed), July, p. 80 


K 


KIDNEYS 
artificial, hospital transport successful in emer- 
gency (tip), August, p. 134 
pyelonephritis, mechanism of (tip), July, p. 
118 


L 


LABOR 
fetal distress during, September, p. 116 
LACTATION 
abnormal, caused by reserpine (tip), August, 
p. 181 
LARYNX 
amyloid tumors of, signs, prognosis (tip), July, 
p. 124 
LEUKEMIA 
and low gamma-globulin, high incidence of in- 
fection (tip), July, p. 120 
LEVARTERENOL 
and phentolamine in treatment of shock (tip), 
September, p. 143 
slough prevented by phentolamine in shock 
(Berezeller), December, p. 124 


LIVER 
cirrhosis, with ascites, treatment (tip), Oc- 
tober, p. 153 
function and primary liver disease in preg- 
nancy (Labby), *August, p. 114 
LuNGS 
cancer, and tobacco, the final verdict? (ed), 
November, p. 80 
cancer, among white South Africans (tip), Au- 
gust, p. 136 
chronic insufficiency, treatment by radioactive 
iodine (tip), September, p. 140 
minifilm reading essential in surveys (tip), 
July, p. 125 
Lupus ERYTHEMATOSUS 
current concepts, review (tip), November, p. 134 
systemic, familial predisposition to, August, 
p. 101 
variation of location and extent of organ in- 
volved (tip), July, p. 119 


M 


MANDIBLE 
dysfunction of, pain caused by (tip), October, 
p. 152 
MARRIAGE 
counseling (Glassberg), July, p. 144 
MEDICAL EDUCATION 
content of, versus cost of (ed), December, p. 80 
postgraduate, using mental hospital for (Shee- 
ley), October, p. 167 
school construction for, expenditures, Sep- 
tember, p. 164 
MEDICAL JURISPRUDENCE 
negligence and malpractice (Morse), Septem- 
ber, p. 162; December, p. 143 
opinion on future pain (Rose), October, p. 174 
MEDICAL PRACTICE 
changing the physician image (ed), November, 
p. 79 
communication between patient and physician 
(ed), July, p. 80 
“Consumer Reports” on internist and general 
practitioner (ed), September, p. 79 
direct mail advertising increasing, November, 
p. 148 
family doctor and patient rapport, July, p. 146 
family doctor and the radiologist (DeTar), 
November, p. 145 
family doctor or internist? (ed), August, p. 79 
family doctor, preventive dentistry and (Hall), 
*December, p. 109 
family history of patients essential, July, p. 100 


good public relations necessary to prevent 
socialization of medicine, December, p. 150 
loans for, considerations (Parker), Augus:, 
p. 151 
night calls in, analysis (tip), August, p. 134 
number of general practitioners and specialists 
(ed), July, p. 79 
patient records, August, p. 149 
tax problems and the medical building (Arkin), 
October, p. 172 
too many specialists, July, p. 141 
use and abuse of the English language (De- 
Graff), November, p. 81 
MENINGITIS 
aseptic and ECHO 11 (tip), October, p. 162 
MEPHENTERMINE 
diagnostic aid in auscultation of heart (tip), 
October, p. 150 
MINAMATA DISEASE 
neurologic signs, search for toxins (tip), Sep- 
tember, p. 141 
MUCORMYCOSIS 
increased virulence may prove fatal, diagnosis 
and treatment (tip), November, p. 132 
Mumps ORCHITIS 
status of steroid therapy in (info pl), Decem- 
ber, p. 125 
Mycosis 
antifungal activity of griseofulvin (tip), Octo- 
ber, p. 160 
MYOCARDIUM 
infarction of, incidence of “silent coronary” 
(tip), July, p. 125 
infarction of, period of long-term anticoagu- 
lant therapy (info pl), July, p. 130 


N 


NAILS 
monilia infection of, treatment (info pl), July, 
p. 130 
NARCOTICS 
addiction, neonatal (Vincow, Hackel), *August, 
p. 90 
NEGLIGENCE AND MALPRACTICE: See MEDICAL 
JURISPRUDENCE 
NEPHRITIS 
acute, early ambulation harmless (tip), August, 
p. 128 
chronic, increase in incidence in Baltic (tip), 
August, p. 137 
glomerular, in older age groups (tip), Novem- 
ber, p. 138 
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glomerular, prednisone improves prognosis 
(tip), November, p. 129 
radiation, shielding kidney during x-ray neces- 
sary (tip), December, p. 131 
NITRATES 
headache represents limiting factor in dose of 
(DeGraff), December, p. 81 
NITROGLYCERIN 
headache represents limiting factor in dose of 
(DeGraff), December, p. 81 


O 


OLD AGE 

abdominal tenderness in (info pl), Dec., p. 126 

aged also need good medical care (guest ed), 
September, p. 81 

compensating devices maintain effective be- 
havior in (tip), October, p. 161 

elderly want no help (Benson), November, 
p. 143 

glomerulonephritis in the elderly (tip), Novem- 
ber, p. 138 

height and weight in (tip), November, p. 135 

hospitalization of aged, December, p. 142 

medical care of the aged and social security 
(ed), August, p. 79 

positive health for the aged (Marshall), Sep- 
tember, p. 158 

venesection without tourniquet in elderly, 
October, p. 113 


P 


PANCREATITIS 
chronic relapsing, calcification seen on x-ray, 
November, p. 101 
PARALYSIS 
periodic, familial, treatment of case (tip), 
September, p. 148 
PENICILLIN 
allergic reactions to, treated by penicillinase 
(tip), September, p. 140 
oral, hallucinations with (tip), September, p. 145 
reactions to intramuscular penicillin G (Moore, 
Woody), *December, p. 100 
PENICILLINASE 
in treatment of allergic reactions to penicillin 
(tip), September, p. 140 


priapism, etiology and treatment (tip), Decem- 
ber, p. 132 
PEPTIC ULCER 
cortisone cause of (tip), July, p. 118 
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postgastrectomy syndromes (Benson, Jr.), 
*July, p. 104 
why bleeding and perforated, seldom occurs 
(info pl), December, p. 125 
PERICARDITIS 
cholesterol, etiology and pathogenesis (Katz), 
*July, p. 116 
PERINEUM 
toilet appliance for perineal hygiene (Rossman), 
*December, p. 112 
PERSONALITIES IN THE MEDICAL NEWS 
Boyd, Stanley H., December, p. 35 
Cline, John W., December, p. 35 
Doan, C. A., July, p. 35 
Judd, W. H., July, p. 35 
Kennedy, J. F., August, p. 35 
Kidd, C. V., November, p. 35 
Lord, H., November, p. 35 
Masur, J., October, p. 35 
Nixon, R. M., September, p. 35 
Youmans, J. B., October, p. 35 
PERSPIRATION 
excessive, in young woman, possibility of 
pheochromocytoma (info pl), November, 
p. 142 
PHENTOLAMINE 
prevents levarterenol slough in shock (Berczel- 
ler), December, p. 124 
PHEOCHROMOCYTOMA 
screening test for (tip), September, p. 144 
PITUITARY 
diabetic retinopathy and (tip), July, p. 180 
PLEURA 
fibrin ball of (Katz), *September, p. 117 
POISONING 
lead, acute, management of case (Lukasek), 
*October, p. 82 
PRECORDIAL CATCH 
pain near cardiac apex common (tip), August, 
p. 135 
PREDNISOLONE 
and treatment of tuberculosis (tip), December, 
p. 108 
PREGNANCY 
influenza during, increases congenital abnor- 
malities (tip), August, p. 129 
liver function and liver disease in (Labby), 
*August, p. 114 
overweight in, increases complications of, 
September, p. 95 
smoking during, retards fetal growth (tip), 
October, p. 161 
thyrotoxicosis in (Benson), *December, p. 117 
toxemia of, management (tip), Dec., p. 132 


PENIS 


PROCAINE 
little value except as local anesthesia (tip), 
August, p. 128 
PROGESTERONE 
abortion, habitual or threatened, treatment 
with (tip), July, p. 121 
PRURITUS 
ani, complication of antibiotics, treatment 
(tip), October, p. 162 
PSITTACOSIS 
from turkeys (tip), September, p. 138 
PSYCHIATRY 
family physician benefit to patient and psychi- 
atrist (Sheeley), July, p. 130 
PuBLIC HEALTH 
air pollution, necessity for controlling (tip), 
November, p. 132 
and aeromedical aspects of airline operation 
(Schreuder), *October, p. 122 
churches’ interest in voluntary medical pay- 
ment plan (ed), September, p. 80 
Forand bill (ed), October, p. 79; (Matlin, 
guest ed), July, p. 81 
home remains most dangerous place, August, 
p. 148 
medical care, cost higher than cost of living, 
October, p. 176 
morbidity and mortality studies, publications 
(info pl), September, p. 149 
preventive medicine, does it exist? (ed), Octo- 
ber, p. 80 
prolongation of life alters community living 
(tip), August, p. 129 
refusal of Colorado community to accept free 
medical care (tip), August, p. 129 
smog, causes of, October, p. 84 


Q 


R 


RADIATION 
exposure, may not evince symptoms for years 
(tip), September, p. 144 
RADIOACTIVE IODINE 
in chronic pulmonary insufficiency (tip), Sep- 
tember, p. 140 
RADIOLOGISTS 
and the family doctor (DeTar), November, 
p. 145 
mortality statistics similar to those of other 
physicians (tip), October, p. 154 
RESERPINE 
caused abnormal lactation (tip), August, p. 131 


RESPIRATION 
artificial, new compact resuscitator, August, 
p. 123 
RETICULOENDOTHELIAL SYSTEM 
nonlipid reticuloendotheliosis, no genetic basis 
(info pl), September, p. 149 
RHEUMATIC FEVER 
diagnosis and treatment (info pl), October, 
p. 165 


S 


SARCOIDOSIS 
cavitary, diagnosis (Katz), *October, p. 149 
SEX 
diagnostic criteria of intersexes (tip), August, 
p. 182 
SHOCK 
hemorrhagic, in germ-free animals (tip), De- 
cember, p. 131 
levarterenol-phentolamine in treatment of 
(info pl), September, p. 143 
SINUS 
sinusitis, treatment of, August, p. 102 
SKIN 
air conditioner as vector in avian mite derma- 
titis (Genest), *August, p. 94 
dihydroxyacetone as coloring agent (Goldman 
et al), *September, p. 96 
mercury sensitivity from tattoos causing der- 
matitis (tip), November, p. 130 
repeated skin tests may develop unwarranted 
positive histoplasmin reaction (tip), August, 
p. 131 
therapy of bacterial dermatosis (Weiner), 
*November, p. 93 
SNAKEBITE 
repeated poisonous, upon herpetologists, no 
development of immunity (tip), August, 
p. 135 
SPINE 
ankylosing spondylitis, treatment of (Calabro), 
*July, p. 88 
SPOROTRICHOSIS 
in tree nursery employees (Hayes), *October, 
p. 114 
SPOTTED FEVER 
status in the United States (tip), July, p. 126 
STAPHYLOCOCCUS 
bacteremia in hospitals (tip), November, p. 129 
hospital environment, not resistance to anti- 
biotics, responsible for problem of (tip), 
July, p. 117 
infections (Martin), *September, p. 82 
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STOMACH 

ulcers in, from stress, and neuroendocrine 
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STRONGYLOIDIASIS 

etiology and treatment (tip), July, p. 120 
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virus isolation of (tip), September, p. 142 


GP Index to Volume XXII, 1960 


TRANQUILIZERS 
and anticonvulsant drugs in epilepsy (Rosen, 
Forster), *November, p. 89 
rationale for use of (Hoffman, Steiger), 
*October, p. 116 
TRANSAMINASE 
serum glutamic oxalactic levels in cardiac 
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xX 


Y 


“Yours TRULY” 
function of column (ed), August, p. 80 


= 
307 


ORPFICTAL KEY 


identifies you as Academy member; 
makes a gift or award of distinction. 


Each piece of official jewelry bears the 
Academy seal. The seal is crafted in blue and 
white enamel with gold or silver to match 
the metal you choose. Solid gold jewelry is 
14 karat except tie chain, tie pin and 
money clip, which are ten karat. 
» To order, list the items you want on your 
prescription blank or letterhead. Send the 
list with your check for the total amount to 
The American Academy of General Practice, 
Volker Boulevard at Brookside, Kansas City 
- 12, Missouri. If you order a ring, you will 
y . be sent a ring chart on receipt of your order. 
»-.C.0.D. orders carry additional postage. 
.. Satisfaction guaranteed or your money back. 
=:“Allow two weeks for delivery except for 


ae rings, which require four weeks. 
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4 
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for the patient 
acute failure 


MERCUHYDRIN 


AND OF MERALLURIDE SODIUM 


may lifesaving 


Its rapid action in relieving tissue inundation makes MERCUHYDRIN the choice of many 
physicians for initial immediate relief of the “drowning” heart. Experience has shown 
that, in many instances, only an injectable organomercurial can adequately meet such 
an emergency. After the patient comes out of failure, it is often desirable to administer 
MERCUHYDRIN periodically together with an oral diuretic. 


and for these patients - rapid, reliable control of edema 


m the patient with impaired intestinal absorption u the patient with inadequate 
response to oral diuretics @ the decompensated patient with gout w the digitalized 
cardiac who is losing too much K @ the patient on “delayed onset” spirolactones 


Formulation: There are 39 mg. of mer- Supplied: MERCUHYDRIN—I cc. ampuls, 
cury as the organic molecule meralluride boxes of 12, 25 and 100; 2 cc. ampuls, 
and 48 mg. of theophylline in each cc. boxes of 12, 25 and 100; 10 cc. vials, 
of MERCUHYDRIN Injection. boxes of 6, 25 and 100. 


LAKESIDE 


67860 


i to meet the allergic attack...with b.i.d. dosage 


tae 


METHDILAZINE HYDROCHLORIDE, MEAD JOHNSON 


ryl¢ 


inherently sustained action at the cellular level 


inherently sustained action . 
Tacaryl possesses inherent long-acting properties. After. rapid 
disappearance from the blood stream, Tacaryl is bound to the 
tissues. This protective affinity for tissue provides a notably 


sustained effect which does not depend upon the use of artificial, 


long-acting construction. The sustained action, an inherent 
property of the molecule, lasts for periods up to 12 hours. 


rapid absorption—rapid relief 


Tacaryl is absorbed quickly to provide relief of symptoms with- 
in an hour. 


low toxicity—minimal side effects 

In studies to date,! side effects were minimal; in a small per- 
centage of patients, mild drowsiness was observed. Tolerance 
was not reported even after long usage. No cumulative effect 
has been observed. 


inhibits capillary permeability and edema 


In laboratory animal studies, Tacaryl prevents experimental 
induction of pulmonary edema and cardiovascular collapse. 
It also inhibits increased capillary permeability and edema due 
to agents such as yeast, dextrdn, egg white, and serotonin. 


9819 


clinically proved 


In studies of 459 patients,! Tacaryl provided effective symp 
matic relief in a wide variety of conditions, including aller 
rhinitis, pruritus, various skin disorders, allergic bronchi 
asthma, pruritus of chickenpox, and allergic conjunctiviti 
In some cases, the relief of itching bordered on the dramati 
In a double-blind clinical evaluation’ of various antihistami 
agents in hay fever, Tacaryl provided benefits in all patie 
with moderate to severe symptoms. 


dosage adults—One tablet (8 mg.) or two 5 cc. teaspoonfuls syrup (8 mj 
twice daily. children—One-half tablet (4 mg.) or one 5 cc. teaspoonful sy 
(4 mg.) twice daily. 

In some cases it may be desirable to adjust dosage to meet individual requiremes! 
supply: Scored tablets, 8 mg., bottles of 100. Syrup, 4 mg. per 5 cc. t¢ 
spoonful, 16 oz. bottles. 

references: (1) Clinical Research Division, Mead Johnson & Company. (2) How 
C. M., Jr.: Evaluation of Methdilazine Hydrochloride as an Antipruritic Age 
North Carolina M. J. 2/ (May) 1960 (in press). (3) Wahner, H. W., and Peters, C./ 
An Evaluation of Some Newer Antihistaminic Drugs Against Pollinosis, P10 
Staff Meet. Mayo Clin. 35:161-169 (March 30) 1960. 
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